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A Case of Superior Recto-Vaginal Fistula dealt 


with by the Abdominal Route after Preliminary 
Colostomy.* 


By Tuos. Watts Epen, M.D. 


THE history of the case which I have to relate is as follows :— 

Mrs. P., aged 38, vi-para, was admitted to the Chelsea Hospital 
for Women on July 27, 1910, under the care of Mr. Stanley Dodd. 
She had been confined eight days before admission, and according 
to the account given by her medical attendant a small tumour had 
presented at the vulva after the delivery of the child by forceps; 
a portion of this tumour was cut away at once; it appeared to be 
attached to the uterus. Nothing abnormal occurred until the 
eighth day when she had a rigor with a sharp rise of temperature 
and was sent into the hospital at once. 

On admission her temperature was 101.4° and her abdomen was 
distended and tender, the case being regarded as one of pelvic 
peritonitis. On vaginal examination it was found that the greater 
part of the posterior wall of the cervix had been torn away, and was 
hanging in the vagina suspended from a narrow attachment. It 
was swollen and ulcerated. Behind the cervix was a deep laceration 
of the posterior fornix. The torn piece of cervix was cut-away and 
the vaginal canal disinfected. She made an easy recovery. 

In April 1912 she was re-admitted (this time under my own care), 
suffering from marked prolapse of both vaginal walls and retro- 
version of the uterus. In other respects her health was good and 
there had been no further pregnancy. Anterior and posterior 
colporrhaphy were performed and the uterus was suspended by 
the round ligaments. 

On July 29, 1913, she was again admitted, suffering from a recto- 
vaginal fistula, the result of a recent confinement. The history of 
this confinement, gathered partly from herself and partly from her 
medical attendant, was as follows :— 


* Read at a Meeting of the Section of Obstetrics and Gynecology of the Royal 
Society of Medicine, March 5th, 1914. 
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She was confined in the third week in June, the labour having 
lasted 36 hours and having been terminated by forceps. She said 
that for the last six or seven hours of her labours pains were strong. 
On enquiry her medical attendant told us that when he applied 
forceps, the head was well within reach and the delivery was easy. 
He was not aware that any injury had occurred. 

On the third day an aperient was given and it was then seen 
that she had complete incontinence of faeces. After a further lapse 
of three or four days, it was noticed that motions were passed 
entirely per vaginam and none per anum. Latterly a certain 
amount of fecal matter had, however, been passed through the 
natural passage. Her general condition had been good since the 
confinement. 

On admission pulse and temperature were normal and the urine 
was found healthy. Examination of the abdomen was negative. 
On vaginal examination an aperture was felt in the position of the 
posterior fornix through which the tips of two fingers could be 
passed. Exposed with the speculum it was seen that only the 
anterior wall of the cervix was present. The posterior wall was 
absent and in its position was a large aperture opening into the 
rectum. (Fig. 1.) The aperture was oval transversely and its 
boundaries were formed by the vaginal wall behind and below, and 
by the posterior wall of the supravaginal cervix above and in front. 
The uterus being anteverted the cervical canal appeared to open 
into the rectum. ‘The uterus was fixed and could not be drawn 
down at all by traction on the cervix. The lower edge of the fistula 
had contracted and the rectal mucous membrane at this point was 
thickened and everted. On rectal examination the opening into 
the vagina could be easily reached with the finger and a fair amount 
of scar tissue was felt, the mobility of the parts being very limited. 

Clearly this was a very uncommon obstetric injury. Recto- 
vaginal fistula in the upper part of the vagina are extremely rare, 
except from malignant disease, and I had never previously seen 
a case like it. The cause was probably to be found in the injury 
which occurred at the fifth confinement, involving the loss of the 
posterior wall of the cervix. As a result formation of scar tissue 
occurred in the posterior vaginal fornix which interfered with 
dilatation in the subsequent labour, and this obstacle being 
unrecognised was allowed to remain exposed to the pressure of the 
advancing head until it burst, widely involving the anterior rectal 
wall as well as the vagina. It appears very unlikely that the injury 
was caused by the forceps operation at the last confinement, as the 
medical attendant had no difficulty either in applying the forceps 
or in delivering the head. 

I had to consider carefully what was the best means of dealing 
with a large fistula in this position. It will be most convenient to 
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state first the methods adopted and later on to refer to the alternative 
methods which might have been made use of. Owing to its size 
and inaccessible position it was clear that it would be very 
difficult to suture it accurately whatever method was adopted, and 
I had to consider whether any auxiliary means could be made use 
of to secure a successful result. I first decided to do a preliminary 
colostomy, feeling satisfied that with so large a fistula healing 
would be rendered much easier if the faecal stream were cut off. 
Three days after admission I therefore stitched a loop of the pelvic 
colon to the abdominal wall by Wallis’s method, and three days 
later it was opened by the cautery. The colostomy spur proved 
quite efficient and no difficulty was experienced in keeping the lower 
segment of the bowel clear. This was irrigated daily both from 
above and below with a weak alkaline solution and the fluid 
returned quite clear, except for a little mucus. I had some hope 
that as the result of the colostomy the fistula might close spontane- 
ously, but, after waiting for three weeks, no sign of healing could 
be detected; the lower segment of the bowel became collapsed, but 
there was no appreciable change in the fistula. 

After considering the relative advantages of the possible routes 
by which the fistula might be attacked, I decided to make use of 
the abdominal route, for reasons which will be referred to later on. 

On August 21st the operation was performed, beginning by 
carefully swabbing the vaginal walls and cervix with tincture of 
iodine. Then a rectal bougie was passed per anum until the point 
lay well above the fistula. This was found very useful later on 
when clearing the peritoneal adhesions. The colostomy opening 
was then plugged and the bowel completely covered over with gauze 
and mackintosh, which were carefully stitched to the skin all round 
it. Gloves were now changed, and after thoroughly swabbing the 
whole of the abdominal wall with tincture of iodine, the abdomen 
was opened by a paramedian incision, avoiding the scar of the 
previous operation. I was interested to find that the position of 
the uterus had not been altered in any way by the pregnancy and 
labour which had followed it. The fundus was found loosely 
attached by its cornua to the parietes, the utero-vesical pouch was 
roomy and free, and not a single uterine adhesion was seen. The 
cornual attachments were divided and the uterus was pulled up with 
Dartigue’s forceps exposing the pouch of Douglas. It was then 
seen that the floor of the pouch was obscured by extensive adhesions 
uniting the rectum to the cervix and vagina. The upper third of 
the rectum was quite free. I had previously decided with the 
patient’s consent to remove the uterus, partly because it was 
desirable to prevent a future pregnancy and partly to permit freer 
access to the fistula. The operation then proceeded as for 
panhysterectomy, the cervix and vagina in front and at the sides 
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being cleared as far down as possible. Both ovaries were healthy 
and were not removed. The next step (figs. 2 and 3), the separation 
of the rectum from the cervix above the fistula, required time and 
patience, and then the fistula having been laid open by division 
of its upper margin, the lower margin was dealt with. This was 
the most difficult part of the operation and was ultimately effected 
by separating the rectum from the vagina below the level of the 
fistula with scissors and the finger and then cutting through the 
intervening bridge of tissue, so as to leave most of the scar tissue 
attached to the vagina. The rectal wall was now free for about an 
inch below the fistula. (Fig. 4.) The vaginal walls were next cut 
through at the level indicated in Fig. 5. The cut edge of the 
anterior vaginal wall included part of the cervix and was much 
thicker than the posterior. With two pairs of dissection forceps 
traction was now made by an assistant on the lateral angles of the 
fistula so as to approximate the edges transversely. Interrupted 
thread stitches taking up all the layers were then introduced so that 
the resulting cicatrix was transverse. There was not sufficient room 
to insert a second row of superimposed rectal stitches, so I divided 
the vagina at each side so as to form a flap of the posterior wall, 
and stitched this to the rectal wall over the fistula completely 
covering it in. (Fig. 6.) There was a certain amount of traction 
on the vagino-rectal stitches but those in the rectum itself were 
quite free from tension. The vagina was left open and the anterior 
peritoneal flap was then brought over and sewn to the rectum, and 
the peritoneum on each side of it completely peritonising the pelvic 
floor once more. (Fig. 7.) The abdominal wound was closed 
without drainage and covered with a collodion scab to protect it 
from the colostomy opening. The opened vagina provided an exit 
from the fistula should any defect in healing occur. 

The operation took nearly 2} hours and was followed by severe 
shock, but by the next morning she had rallied and her recovery 
was never again in doubt. There was some pyrexia for the first 
week, the highest point reached being 101.2. On the seventh day 
a dark offensive vaginal discharge appeared, and on examination 
of the abdominal wound pus was seen oozing from several of the 
skin stitches. These stitches were removed and under treatment 
with boracic fomentations the wound cleaned rapidly and on the 
fourteenth day had entirely healed. Vaginal examination with the 
speculum showed that the offensive discharge issued from a point 
high up which could not be clearly seen. Digital examination per 
rectum, however, showed that the rectal stitches in the middle of 
the fistula had given way leaving a small gap felt by the finger as 
a depression. I was now very glad that a preliminary colostomy 
had been done, for, if this precaution had not been taken, I feel 
satisfied that the whole of the rectal wound would have broken 
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down and the operation have proved a failure. As we could keep 
the parts clear of fresh faecal infection and there was free vaginal 
drainage, I felt hopeful, and as a matter of fact from this point 
onwards the patient did well. The temperature rapidly fell to 
normal. On the nineteenth day the vaginal discharge had com- 
pletely ceased, the only treatment adopted having been a vaginal 
douche twice a day. 

On the eighteenth day we commenced to irrigate the lower 
segment of the bowel through the colostomy opening. None of 
the fluid escaped through the vagina, and this irrigation having 
been repeated on several successive days, it became clear that the 
rectal wound had satisfactorily closed. Examination with the 
speculum showed a clean granulating area in the vaginal roof from 
which there was very little discharge. 

On September 25th—four weeks after the closure of the fistula— 
I restored the continuity of the pelvic colon. It was found neces- 
sary to excise about two and a half inches of the gut and the ends 
were then re-united by end-to-end anastomosis. On exploring the 
pelvis during this operation a little coloured fluid was found, but 
there were very few adhesions to be felt. The abdominal wound 
was again closed without drainage. A little pyrexia followed this 
operation for the first ten days, and at times she complained of 
rather severe colicky pains. On the seventh day an aperient was 
successfully administered, and after this she improved steadily. 
There was a little serous oozing from the central part of the 
incision but no suppuration occurred, and she left the hospital for 
the Convalescent Home on the 26th day after the third operation. 

I saw her again on November 2gth (three months after the 
closure of the fistula) after her return from the Convalescent Home, 
and her condition was then quite satisfactory. She had no 
abdominal pain and there was no vaginal discharge, and on 
examination the vaginal roof was found to have completely healed. 


Remarks. In considering recto-vaginal fistulae it is convenient 
to divide them into three groups according to their situation :— 
(a) Recto-vulval fistulz. 
(b) Inferior recto-vaginal fistula involving the lower half of the 
vagina, 
(c) Superior recto-vaginal fistula involving the upper half of the 
vagina, 
With regard to causation, it may be stated briefly that recto- 
vaginal fistula may be due: 
(1) To direct injury to the rectum during a vaginal operation, 
and it appears that in vaginal coeliotomy for acute suppu- 
rative conditions the risk of injury to the rectum is most 
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to be feared; at any rate most of the recorded post-opera- 
tive cases have followed this procedure. 

(2) To direct laceration of the recto-vaginal septum in labour. 

(3) To rupture of a pelvic abscess into both rectum and vagina. 

(4) To ulceration from syphilitic or tuberculous disease of the 

rectum, or from a neglected pessary or other foreign body 
in the vagina. 

The group of superior recto-vaginal fistula, to which the present 
case belongs, is at once the least common and the most difficult to 
deal with by operative means. All recto-vaginal fistulae, except 
those of small size belonging to the recto-vulval group, show little 
tendency to spontaneous closure. In the case of the third group 
this tendency may be said to be completely absent. 

I have had a search made through the Index Medicus for the 
last ten years and I find that the recnt literature of the subject is 
scanty, and not all of the cases recorded are given in sufficient 
detail to be of real value. None of them are comparable to the 
present case which was considerably complicated by the obstetric 
injury, resulting in the loss of the posterior wall of the cervix, 
which had occurred at the last confinement but one. 

Methods of operation. ‘There are three alternative routes by 
which a recto-vaginal fistula may be attacked : 

(1) The direct vaginal or rectal route. The fistula may be 
attacked directly either through the vagina or the rectum and the 
defect sutured after preparation by freshening the edges or by flap 
splitting. Posterior colporrhaphy may be combined with it. The 
vaginal route is the most convenient, but in cases complicated by . 
vaginal stenosis the operation may be done through the rectum. 
This method is only suitable for fistulze of small size which can be 
easily reached. 

(2) The perineal route. Access to the fistula may be obtained 
by splitting the perineum and stripping the anterior rectal wall 
from the vagina up to a point above the level of the fistula. In its 
simplest form this operation is merely an extensive posterior 
colporrhaphy. After freeing the rectum to a point at least one 
inch above the fistula the rectal and vaginal apertures are separately 
stitched up and the operation completed by a perineorrhaphy, 
which interposes fresh tissue between the now widely separated 
defects in the vaginal and rectal walls. In the case of fistulz 
situated low down in the vagina, it is best to split the recto-vaginal 
septum in the middle line up to the fistula and then deal with it 
as a case of perineal laceration of the third degree. 

Much more extensive operations than this have, however, been 
performed by the perineal route, and even in the case of fistulz 
situated as high as the middle third of the vagina free access can 
be obtained through a transverse crescentic incision made midway 
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between the vulva and the anus. The anterior and lateral aspects 
of the rectum can be freed to almost any required height, without 
opening the peritoneal sac, by displacing the peritoneum upwards. 
A point of great practical importance is to carry the dissection well 
above the level of the fistula so that the edges can be brought 
together without tension. In order to give more room Legueu 4 
splits the detached vaginal wall in the middle line up to the fistula. 
thus gaining additional room for working at the deeper levels; 
the continuity of the vaginal wall can afterwards be restored by 
stitches which include the fistulous defect. An important modifica- 
tion of the perineal operation was introduced by Segond,? of Paris, 
in 1895, and at the same time similar operations were independently 
performed by Van Noorden,? of Munich, and Dudley, of New 
York. Segond’s case presented several interesting features. His 
patient was a married woman, 31 years of age. When 15 years old 
she and an elder girl had each introduced an ointment pot into the 
vagina; nothing was said to their friends about the matter and they 
hoped it would in time be discharged. ‘The elder girl soon became 
very ill and died of peritonitis, the younger suffered at first a great 
deal of pain but four years later, she married. For ten years after 
marriage she remained well, but then became ill, and for a long 
time resolutely refused to allow her medical attendant to make an 
internal examination. Ultimately, she got so much worse that the 
examination was made and the foreign body then discovered. It 
lay embedded in the posterior vaginal wall and was removed with 
difficulty, as a mass of granulation tissue had grown into the pot 
filling up the cavity. When removed the whole of the posterior 
fornix was found to open directly into the rectum. 

Segond’s operation consisted in excising the lower part of the 
rectum including the fistula and stitching the cut edges of the 
upper segment to the skin of the anal margin. The steps of the 
operation were similar to that performed for rectal cancer, the 
sphincter muscle being conserved. He found it was not necessary 
to remove more than half as much from the posterior as from the 
anterior rectal wall and consequently amputated the rectum by a 
very oblique incision. The aperture in the posterior vaginal wall 
was simply closed with catgut sutures. The result was perfectly 
satisfactory. 

In both Van Noorden’s and Dudley’s cases, the fistula was in 
the lower half of the vagina. 

Van Noorden’s patient recovered with partial anal incontinence. 


Dudley, after operating in much the same manner as Segond, 


1. Bulletin et Mémoires de la Société de Chirurgie de Paris, 1903, p. 793. 
2. Annales de Gynécologie, July 1895. 

3. Aertzliche Rundschau, Sept. 7, 1895. 

4. Journal of the American Medical Association, July 26, 1902. 
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made the interesting suggestion that it was not necessary to 
amputate the entire lower segment of the rectum. If the gut was 
dissected free from the anus upwards, it could be pulled down within 
reach so that the fistula could be accurately stitched. Then, after 
removing a short length of 1—2 inches, the fistulous area could be 
fixed at a level at which it would no longer correspond with 
the vaginal aperture, which could be separately closed. This 
would simplify the procedure and sacrifice a less amount of bowel. 
The following year Dudley operated upon another case in this 
manner with a successful result. 

More recently von Herff and others have further modified the 
perineal operation. Von Herff! freed the rectum in front and at 
the sides, but not posteriorly, for two-thirds of its circumference 
until the level of the fistula had been passed; he then found that 
the upper margin of the fistula could easily be pulled down to the 
anus and fixed there with stitches; the continuity of the gut being 
completed by stitching the limbs of the Y-shaped defect which 
resulted from pulling down the anterior rectal wall. It will be seen 
that in this method only a portion of the anterior wall is sacrificed. 
Von Herff’s patient died of broncho-pneumonia on the fifth day. 


Nearly all writers on the subject have deprecated opening the 
peritoneal cavity in dealing with recto-vaginal fistulae. Freund,? 
however, in 1902 published the following interesting operation :— 
He opened the posterior fornix and retroverted the uterine body 
completely into the vagina. He then stitched the uterus to the 
freshened edges of a large fistlula in the posterior vaginal wall. 
Finally he made a permanent opening into the fundus of the uterus 
so as to allow menstrual fluid to escape into the vagina. The 
uterus gradually atrophied and assumed the characters of vaginal 
mucous membrane. Freund advised that this operation should be 
restricted to elderly women who have passed the climacteric, and 
even then, if any other operation is practicable, it should be done 
in preference. 

(3) The abdominal route. The third method by which these 
fistula may be dealt with is by the trans-peritoneal abdominal 
operation. 

I can only find mention of one case in which an abdominal 
operation has previously been undertaken for a_recto-vaginal 
fistula; this was not recorded in full, but was mentioned in the 
discussion on the case of Legueu at the Société de Chirurgie de 
Paris in 1903. This patient was operated on by Routier, who 
described the condition as ‘‘a large fistula in the posterior fornix 
which had existed for three years and had resulted from a vaginal 


1. Zentralblatt fiir Gynikologie, 1907, p. 429. 
2. Zentralblatt fiir Gyniikologie, 1896, No. 40. 
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hysterectomy for acute pyosalpinx performed by an interne.’’ The 
operation was described in a few words as ‘‘ union with two layers 
of silk suture; closure of the abdomen without drainage and 
recovery of the patient.” 

I cannot find any case recorded in which a preliminary colos- 
tomy has been performed; it is, however, difficult to make an 
exhaustive search through literature and such cases may have been 
overlooked. 

The two points which chiefly influenced me in selecting the 
abdominal operation were (1) the unusually high level of the 
fistula, and (2) the complete immobilization of the cervix which 
formed part of its upper border. These conditions necessarily 
rendered operative procedure from below as difficult as it could 
possibly be. Perhaps I ought to add a third reason, viz., that I 
was familiar with the difficulties of working at the level of the pouch 
of Douglas from above, but I had had very little experience of the 
extensive perineal operations which have just been described. In 
all operations for intestinal fistula success depends upon the 
technique of each step of the operation being perfect, and I was 
satisfied that I could reach the fistula more readily, and deal with 
it more accurately from above than from below. 

One had also to consider the question of the risks associated 
with the two methods. Most writers on the subject have shown 
great apprehension of septic complications if these fistulze were dealt 
with by a trans-peritoneal operation. These fears I did not think 
were justified in view of the favourable results of intestinal surgery 
under modern technique. It is comparatively easy to isolate the 
pelvic cavity from the upper abdomen during the operation, and 
to drain it efficiently afterwards, and I did not consider that the 
risks of an abdominal operation were at all prohibitive. 

There remains the question of the preliminary colostomy. This 
I consider to be of the greatest importance in difficult cases, 
although I am not prepared to say that it should in all cases form 
part of the abdominal method. On considering my own case, 
however, I feel satisfied that without it the operation I performed 
would not have been successful. 

There are certain clear advantages to be gained by colostomy 
in these operations. In the first place, it allows the operation area 
to be prepared by irrigation, &c., and the septic condition of the 
tissues thus reduced. Sterilization of the area is of course 
impossible, but in order to secure a good result two post-operative 
conditions are required, viz., (1) the bowel must be kept at rest with 
the stitches free from tension, and (2) the healing wound must be 
preserved from re-infection as far as possible. Isolation of the 
affected portion of the bowel goes a long way towards securing these 
requisites. An isolated piece of gut is in a condition eminently 
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favourable for healing. It is probably not disturbed by any peris- 
taltic movements and is in a state of physiological rest. Not only 
does it become collapsed from loss of its contents but it undergoes 
rapid shrinkage, until its lumen becomes smaller, and its walls 
thinner than an active portion of the same gut. In fact it undergoes 
partial atrophy from disuse. That the absence of flatus and faces 
must greatly favour healing of the wound is of course self-evident. 

There are, however, certain disadvantages which must be duly 

considered. The whole procedure involves three operations; but 
it must be borne in mind that a considerable proportion of cases 
dealt with by other methods are not successful at the first attempt, 
and a second or even a third operation is comparatively often 
required. The first operation, that of opening the colon, is simple 
and practically devoid of risk. It is, however, important to bear in 
mind that a true colostomy must be performed which provides an 
efficient spur, for little advantage will be gained if a certain amount 
of fecal matter passes on into the lower segment. It is, therefore, 
not enough merely to open the colon, it must be fixed well up out 
of the wound so that a good spur may be formed. The third stage, 
that of restoring the continuity of the bowel, is a comparatively 
severe operation, and if the colostomy has been done as described, 
it will usually involve the sacrifice of a portion of the gut and 
restoration of its continuity by anastomosis. 

| should now like to frame the conclusions at which | have 

arrived with regard to the choice of operation in recto-vaginal 
fistulae 

(1) For those belonging to the group of recto-vulval fistulz, the 
method of direct suture is usually sufficient; posterior 
colporrhaphy may be done at the same time. 

(2) For inferior recto-vaginal fistulee a perineal operation is the 
most useful, and may be supplemented by complete or 
partial excision of the lower segment of the bowel, if 
necessary. 

(3) For superior recto-vaginal fistulz, the abdominal route is 
probably the easiest and the best, and should prove not to 
be attended by disproportionate risks. In difficult cases, 
i.e., when the fistula is large and the parts are immobilized, 
a preliminary colostomy should be performed. 


DESCRIPTION OF PLATES. 


1. The fistula exposed per vaginam, and showing the rectal 
bougie in position. 

Note.—The anterior cervical lip is disproportionately large, 
and its level too low in the drawing. 
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2. The abdominal operation. ‘The isolation of the uterus 
and the upper front of the vagina has been completed, and the 
floor of Douglas’s pouch has been opened up. The adhesions 
immediately above the fistula lie exposed by pulling the uterus 
upwards. The anterior peritoneal flap has been stitched to the 

| skin thus concealing the bladder. 

3. The dissection has been carried further and the fistula 
has been divided in all but its lower border. The anterior 
cervical lip is seen through the opening in the vagina. 

4. The lower border of the fistula has been divided and the 
rectum separated from the vagina for an inch further down. 
The lateral margins of the rectal opening are held by dissecting 
forceps. 

5. The rectal opening has been closed by a series of sutures 
set at right angles to the line of the gut. Ligatures have been 

placed at the sides of the vagina. 
6. A flap has been prepared from the posterior vaginal wall, 
and stitched to the rectum so as to cover the site of the fistula. 

7. Peritonisation of the pelvic floor has been completed by 
stitching the anterior peritoneal flap to the rectum. 
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The Treatment of Pregnancy Complicated by Morbus 
Cordis by Means of Czsarean Section Under 
Spinal Anzsthesia.* 


By Dr. J. Barris, 
(From the Maternity Department of St. Bartholomew’s Hospital.) 


PREGNANCY and labour, complicated by severe cardiac disease, are 
conditions fraught with grave danger to the patient and a source 
of considerable anxiety to the physician. Some patients do 
unexpectedly well when treated by the usual methods of rapid 
delivery under general anzesthesia, many however do not. 

I was so much impressed by the satisfactory results obtained 
by means of Cesarean section under spinal anzsthesia, in a case 
which occurred recently in the Maternity Department of St. 
Bartholomew’s Hospital, that I venture to bring this case before 
your notice, together with such others as I have been able to collect. 


E.R., registered number 865, was admitted to St. Bartholomew’s 
Hospital on October 4, 1913. 

The patient was a multipara who had had ten previous labours, 
the last in April 1910. 

She gave a past history of rheumatic fever in 1901 and again 
in 1910 immediately before the birth of the last child. At the last 
labour there were no signs of cardiac failure. 

The patient was at first admitted to Mary ward under the care 
of Dr. Herringham. At this time there was marked dyspnoea, she 
was livid, cold, and covered with a profuse sweat. The pulse was 
completely irregular and was uncountable. The heart was greatly 
dilated, and the urine contained albumen. 

As the patient was pregnant, she was transferred to the 
Maternity ward on October 22, where she was under the care of 
Dr. Williamson until the end of the month, and in the course of 
Hospital routine passed under my own care in November. 

At this time she looked cyanosed; suffered from dyspnoea and 
vomiting on the slightest exertion; the urine contained albumen ; 
and the tissues of the back in the lumbar region were oedematous. 

The heart was markedly dilated and shewed the signs of double 
aortic and double mitral disease. 

Pulsation could be seen in the jugular veins. 


*Read at the March meeting, Section of Obstetrics and Gynaecology of the Royal 
Society of Medicine. 
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The pulse was very irregular in time and volume. 
An electro-cardiagram, taken by Dr. Cumberbatch, gave evid- 


ence of auricular fibrillation and disorganisation of the ventricular 
muscle. 


It was difficult to estimate the date of the pregnancy as there 
had been no period since the last pregnancy in April 1910, but the 
size of the uterus corresponded with the 27th week of gestation. 
The foetal heart could be heard in the L.O.A. position. 

As the child was not yet viable, I was anxious to prolong the 
period of pregnancy as long as possible, provided the mother’s 
condition permitted it. Accordingly Dr. Herringham was, on the 
8th November, asked to see her again to advise whether delay was 
justifiable. He stated that in his opinion the pregnancy ought to 
be terminated immediately. 

I was fortunate in obtaining the assistance of our President, 
Dr. Griffith, who advised that the pregnancy should be terminated 
by Czesarean section. 

I determined to perform Czesarean section under spinal anzs- 
thesia for the following reasons: 

1. To practise rapid delivery some form of anzsthesia was 

necessary. 

2. A general anesthetic was contraindicated owing not only to 
the valvular lesions but to the degenerate condition of the 
cardiac muscle. Therefore, some special method, such as 
local or spinal anzesthesia, was indicated. 

3. Abdominal Czsarean section was preferred to vaginal partly 
on account of the size of the child, and also because by the 
abdominal route a portion of both tubes could be removed 
and the patient rendered sterile. 

Operation. I am indebted to Mr. Trewby for his kindness in 
giving the spinal anzsthetic. 0.1 gramme stovaine and 0.05 
gramme dextrose, dissolved in 1 c.cm. sterilized water, were injected 
between the 3rd and 4th lumbar vertebra. Satisfactory anzesthesia 
was not obtained until twenty minutes had elapsed, accordingly 
another 1 c.cm. of the solution was injected. Full anaesthesia 
followed in a few minutes. The operation was then performed 
rapidly in the usual manner, and the patient was sterilized by the 
removal of a portion of both Fallopian tubes. During the course 
of the operation 1 c.c. pituitary extract was injected and oxygen 
inhalation administered. 

The patient bore the operation very well with the exception that 
she vomited immediately afterwards. During our manipulations 
her face was screened off, she felt no pain, and on enquiry we 
elicited no symptoms of mental distress. There was no evidence 
of shock, the blood-pressure, which was 240 m.m. Hg. at the 
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commencement of the operation, only fell to 160: (see blood-pres- 
sure tracing, page 188). The pulse remained of good volume, 
the rate was 90 beats to the minute immediately before the operation 
and it fell to 55 at the end, half an hour later it was 75. The 
uterus contracted well and there was no undue loss of blood. The 
child was extracted alive, and breathed naturally directly it 
was born. 

At the close of the operation a sand-bag was placed on the 
abdomen in order to maintain the intra-abdominal pressure. The 
anesthesia endured for one hour. 

The patient made an uninterrupted recovery. 


Case 11. The earliest case that I have been able to discover was 
reported before the North of England Obstetrical and Gynzeco- 
logical Society on January 20, 1911, by Dr. Watts, under the title 
of ‘* Caesarean section under spinal (stovaine) anzesthesia, under- 
taken on account of mitral stenosis and kidney disease, which 
rendered the patient a bad subject for general anzsthesia.”’ 

The operation was performed by Dr. Watts when the patient 
was about eight months pregnant as there was great dyspnoea, 
accompanied by marked water-logging of the lungs, general oedema 
and a large amount of albumen in the urine. 

The patient made a good recovery, and her general condition 
was greatly relieved. The baby was born alive. 


Case ml. In the Journal of Obstetrics and Gynecology, vol. 
xx, p. 60, there is a case reported by Dr. James Wyatt. 

The patient was admitted to St. Thomas’s Hospital under the 
care of Dr. Fairbairn. On admission she was found to be in the 
sixth month of pregnancy and the heart was markedly dilated. 
She was kept under observation in hospital until within a fortnight 
of full term. During this time her condition had improved but 
there had been two attacks of cardiac failure. Dr. Fairbairn 
decided to perform Czesarean section under spinal anzesthesia. 
1.6 c.c, tropococain with adrenalin were injected into the spinal 
canal between the 2nd and 3rd lumbar vertebre (the skin having 
been previously cocainized), and within a few minutes there was 
complete anzesthesia from the subcostal line downwards. A living 
child was obtained. The patient was sterilized by the removal of 
a portion of each Fallopian tube. During the operation the patient 
vomited but her condition otherwise was good. She progressed 
favourably for three days but died on the fifth day from cardiac 
failure. 

The author states that there is no doubt that this case could 
not possibly have gone through a normal labour, even if induction 
had been done, and although, unfortunately, the patient died, it 
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was not the result of the operation, and possibly, if this had been 
performed a few weeks earlier, a more favourable result might have 
been obtained. 


Case Iv. Dr. Stabb performed Czesarean section under spinal 
anesthesia upon a patient at Queen Charlotte’s Hospital in 
December 1913. He was kind enough to invite me to be present 
at the operation and also to allow me to record the case. 

The patient was a primigravida, aged 24 years, in the 35th week 
of pregnancy. There was a past history of rheumatic fever at the 
age of 14. 

On admission she had dyspnoea, and palpitation; the urine 
contained albumen, and there were signs of double mitral disease. 
‘8 c.cm, stovaine were injected into the spinal cord and within ten 
minutes anzsthesia was obtained; during the operation a small 
amount of gas and oxygen as also administered. The operation 
was rapidly performed, and a living crying child extracted. The 
uterus contracted well, and a portion of both Fallopian tubes was 
removed. The patient shewed no evidence of shock and made a 
good recovery, but the child died nine days later from broncho- 
pneumonia. 


CasE v. Kreiss, in the Zentralblatt fiir Gyndkologie, No. 50, 
in an article upon Heart Disease and Pregnancy, mentions a case 
treated by Czesarean section under spinal anzsthesia. No parti- 
culars of the case are given but he recommends this treatment in 


severe cardiac disease, and he prefers the abdominal method to 
the vaginal. 


In forming an opinion as to the value of the method of treat- 
ment by Cesarean section under spinal anzesthesia, there are 
certain points to be critically considered. 

1. In the first place it must be admitted that some cases of 
cardiac disease pass through labour unexpectedly well apart from 
this treatment. 

2. On the other hand, the method has the merit that delivery 
can be effected with great rapidity, for the operation can be 
completed within twenty minutes. Thus the strain upon the 
cardiac muscle during the first and second stages of labour may be 
entirely avoided, thereby diminishing the risks both of cardiac 
failure and of embolism. 

3. A further important consideration is that the patient can also 
be sterilized, and so protected from the dangers of further 
pregnancies. 

4. Again, the method does not appear to predispose the uterus 
to inertia, for the uterus contracts well. In order to facilitate this 
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I c.c, of pituitary extract may be given immediately before making 
the abdominal incision. 

The child does not appear to run any risk from asphyxia, it 
usually cries immediately after extraction. These last two points 
are well known, thus Polano has recorded in the Munich med. 
Wochenschrift, 1908, p. 1178, four cases of Czesarean section under 
spinal anesthesia, performed on account of contracted pelvis, and 
in all the uterus contracted well and the child was born alive 
without asphyxia. 

The question as to the degree of shock resulting from the 
manipulation is an important one. No undue amount of shock 
was observed in the cases recorded to-night, nor in Polan’s cases 
to which reference has already been made. In my own case, the 
blood-pressure fell only 80 mm. during operation, and it continued 
to do so for about half an hour after the operation, but it never 
fell below too. 

A possible drawback to the method is the mental effect upon 
the patient if she is fully conscious. This can however be greatly 
minimised by administering morphia or scopolamine before the 
operation, and by cocainizing the skin prior to the injection of the 
spinal anzesthetic. 

No final and lasting conclusions can be deduced from this one 
case which I have reported, and from the four others which I have 
been able to collect and to place before you. 

I wish to state only what the results in these particular cases 
have been; so far they have proved encouraging. 

When further cases have been recorded a more definite opinion 
can be formed; in the meantime, I bring these forward in order 
to focus opinion upon this method as a possible alternative to that 
usually adopted, and as a contribution to our knowledge of the 
subject. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 


or from being, in a special sense, typical examples of their 
class. ) 


Advanced Extra-Uterine Pregnancy with 
Tuberculous Peritonitis. 


By Sir J. Hattipay Croom, M.D. 


It seems an anachronism to report a case of advanced extra-uterine 
pregnancy, undiagnosed and unoperated upon. Such was the 
common history of extra-ulerine pregnancies some decades ago, 
when they were more or less pathological curiosities. But now-a- 
days, one has to apologise for reading a report of such a case, 
because at the present time extra-uterine pregnancy is a distinct 
and complete gynzcological entity. 

It is a matter of fact that many early extra-uterine pregnancies 
are overlooked, and in many, the symptoms are so slight that they 
attract no attention, and may end either as a mole, or an abortion. 
But I have not, in my experience, met with a case of advanced 
extra-uterine pregnancy which has escaped notice altogether, which 
has given rise to no symptoms of any kind, and which, as the 
records of this case show, must have been a tubal pregnancy which 
had ruptured, and which had become re-encysted. 

At the present time the accidental discovery in the post-mortem 
room of an extra-uterine pregnancy, which has not been previously 
diagnosed, is, and must be, a comparatively rare occurrence. 

The patient was admitted to my wards in the hospital six months 
pregnant, with the complication of tuberculous peritonitis. Owing 
to the distended condition of her abdomen. careful examination 
either abdominally or per vaginam was very difficult. 

She never had, at any period of her pregnancy, any sign or 
symptom of an ectopic gestation. 

She was admitted of course, because she was pregnant, and 
except that her uterus appeared to be larger than corresponded with 
the menstrual period, there was no other apparent abnormality in 
the pregnancy. 

The case is as follows :— 
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Mrs. W., xt. 32, primigravida. Sent into the Maternity 
Hospital on October 30, 1913, by Dr. Scott, Broxburn. 

The patient had been married for eight years, but had never 
been pregnant before. She stated that her last period occurred 
sometime in July 1913. 

History of present condition. For the two months preceding 
admission the patient had not been feeling well, and had required 
to take a great deal of rest. This she put down to her being 
pregnant. Five weeks before admission she noticed that her 
abdomen was increasing in size, and she thought that the rate of 
enlargement was too rapid to be accounted for by pregnancy. She 
therefore consulted Dr. Scott, who discovered ascites and treated 
her for that. As no improvement resulted and the patient was 
growing daily weaker, he sent her to hospital with the alternative 
diagnoses of hydramnios or concealed accidental hemorrhage. 

During the whole of her illness the patient had never experienced 
any pain. During the last three days before admission she had 
occasional attacks of vomiting and the bowels had not moved. 

State on admission. The patient was very weak and emaciated. 
She was suffering no pain at all but appeared rather collapsed. 
The temperature was 102° and the pulse rate 132. 

Examination of the abdomen. On inspection the abdomen was 
enormously distended, the swelling reaching up to the ensiform 
cartilage, and causing some bulging in the flanks. Except for a 
few poorly marked strize the abdomen did not in appearance 
resemble that of a pregnant woman. On palpation there was no 
pain or tenderness anywhere. The abdominal swelling was neither 
hard nor tense, but soft and fluctuating. A tumour could be felt 
rising out of the pelvis and extending to the umbilicus. It was 
irregular in shape and occupied most of the transverse breadth of 
the abdomen. Even without an anesthetic it could be moved 
about freely. 

On percussion there was marked dulness in the flanks, which 
altered according to the position of the patient. In front the 
percussion note was tympanitic above the umbilicus and dull 
below it. 

On auscultation no foetal heart nor uterine souffle could be 
detected. 


Vaginal examination. The cervix was soft but not so soft as 
usual at the supposed stage of pregnancy. It was slightly open 
but not canalised, and what was taken to be a presenting part could 
be felt vaguely and indeterminately. 

Bimanually, the tumour could be palpated but not clearly owing 


to the quantity of fluid in the abdomen. It felt like a six months 
uterine pregnancy. 
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After examining the patient I excluded both hydramnios and 
concealed accidental hzemorrhage, and came to the conclusion that 
the case was one of pregnancy with tuberculous peritonitis. Owing 
to the feeble condition of the patient I did not think operation 
advisable. Dr. Haig Ferguson, who also saw her, agreed with me 
in the diagnosis and as to the inadvisability of interference. 

After the bowels had been emptied the vomiting ceased and the 
temperature dropped to 100°, the pulse remaining at 130. She was 
placed upon strychnine hypodermically. Next day the temperature 
rose to 102° and remained about that level for five days, during 
which time the pulse dropped from 130 and 140 to about 110. 

I asked my colleague Professor Caird to see the case, and he 
came to the conclusion that the condition was either tuberculous 
peritonitis or some obstruction to the portal circulation. He 
advised that nothing be done, but if the fluid increased markedly 
some of it should be withdrawn. 

In the following days her temperature remained very irregular, 
and the pulse became increasingly weaker. Death ensued on 
November 22, twenty-three days after admission. 

The following is the Pathologist’s account of the autopsy :— 

The body is much emaciated, contrasting with the enormously 
distended abdomen. On opening the abdominal cavity a very 
large quantity of turbid brown fluid escaped, which had no smell. 
Adhesions were present between the liver and spleen and the 
parietes, and between the coils of intestine. The sigmoid colon and 
omentum were adherent to the uterus. The peritoneum was gener- 
ally covered with minute yellow projections. There was some 
enlargement of the mesenteric and retroperitoneal glands. The 
liver was normal in size but showed chronic perihepatitis with 
adhesions to the diaphragm. On section it showed well marked 
fatty change particularly at the periphery of the lobules, the central 
zones being congested. The spleen was greatly enlarged and 
adherent to the diaphragm. On section it was dark red in colour 
and firm in consistence. Numerous minute white areas were 
scattered throughout it. 

Both kidneys were enlarged and pale, showing on section a 
swelling of the cortex. In the right kidney there were numerous 
scattered pale areas, probably tuberculous. The suprarenals were 
normal. 

The uterus was enormously enlarged, and presented a ragged 
opening on the left side posteriorly, through which the foot of a 
foetus projected. Both lungs showed numerous adhesions to the 
parietal pleura and numerous scattered grey and yellow areas. 

The diagnosis therefore was tuberculous peritonitis with rupture 
of the uterus, tuberculosis of the kidney and of the lungs. 
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Posterior aspect of specimen, showing gestation sac with foot protruding 
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The pelvic organs were removed en masse and further examined 
by Dr. R. W. Johnstone, when it was discovered that the pregnancy 
was not intra- but extra-uterine. The following is Dr. Johnstone’s 
report on the specimen :— 

“The specimen consists of the pelvic organs with the pelvic 
colon and some adherent omentum. ‘The whole mass is about the 
size of an eight or nine months pregnancy. On dissecting away 
some of the adhesions the uterus is found lying below and to the 
right of the gestation sac. It is enlarged, the cavity measuring 
43 inches by the sound. ‘The endometrium is distinctly thickened. 
The right tube and ovary can be distinguished, although both are 
surrounded by adhesions. ‘The right tube is very slightly dis- 
tended, with what on section looks like mucopurulent material. 
The gestation sac is distinct from the uterus and occupies the 
position of the left tube. The left ovary can be seen matted down 
to the surface of the tumour. ‘The rectum, the pelvic colon and its 
mesentery, with the left broad ligament are spread over the posterior 
and upper aspects of the tumour to which they are densely adherent. 
Posteriorly and on the left side of the tumour there is a ragged 
opening through which the foot of a foetus is projecting. Except 
where other organs are adherent to it, the sac wall is for the most 
part no thicker than blotting paper. 


On opening it the sac was found to contain a mature foetus, 
lying more or less transversely with the cord twisted round its 
body. ‘The placenta was attached inferiorly and posteriorly and 
the rectum is adherent on the outside over a great part of the 
placental site. Several large vessels are present in the wall in the 
neighbourhood of the placenta. The placenta itself is somewhat 
kidney-shaped, and measures 20 cm. (8 ins.) long by 12 cm. (43 ins.) 
broad. At the middle it is actually 8 cm. (3 ins.) thick. The cord 
arises near the centre and runs over the surface, bound down to it 
by amnion, to the convex edge. Here it forms a small projecting 
loop which is also bound down by amnion, before it passes off to 
the foetus. 

The sac wall appears to consist of a thin layer of rather structure- 
less tissue, which, after hardening, is extremely brittle. There is 
apparently no peritoneum over it except where the bowel or 
omentum is adherent. 

Microscopic sections were made of (a) the uterine wall, (b) the 
placenta, (c) the sac wall, and (d) the right tube. 

The uterine wall showed that the endometrium had become 
converted into a decidua, which showed no abnormal characters. 
The sections of the placenta also showed little abnormal, except the 
absence of the decidua. At the maternal surface the villi pass 
through a thick layer of fibrinoid material and are attached to it 
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and to the underlying connective tissue. Nothing in the shape of 
a decidua was seen in the sections examined. 

The sac wall was found to consist mainly of several layers of 
apparently organised fibrin on the outer side, while inside there 
were areas of connective tissue with blood-vessels. There was in 
parts a very considerable infiltration of leucocytes. At the part 
examined peritoneum could not be recognised as part of the sac 
wall. The most interesting point is, however, that at certain points 
large cells like decidual cells may be seen—oval or rounded in shape 
with large pale nuclei. Apparently this is an attempt at a decidual 
reaction on the part of the connective tissue cells. The cells are 
certainly not like trophodermic cells, and the section was made from 
a part of the sac far removed from the original site of the tube. 

The sections of the right tube showed that the lumen was dis- 
tended and full of a mass of leucocytes and fibrin. The folds of 
the mucosa were almost entirely obliterated, and there was in parts 
a very considerable increase in the subepithelial stroma. The 
epithelial cells are greatly swollen, and in some parts appear to have 
degenerated into a true syncytium or symplasma. ‘The underlying 
stroma cells are also rather enlarged, but nowhere was there any 
appearance of a real decidual reaction. Nowhere was there any 
sign of tuberculosis. 

Apparently the original implantation of the ovum has been on 
the inferior and posterior aspect of the tube. From the size of the 
foetus this must have occurred at least four months before the 
cessation of menstruation in July. Furthermore, rupture of the 
tube must have occurred quietly and practically without symptoms. 

It seems possible that the dislocation of parts that must have 
occurred when rupture took place, may have been the cause of the 
strange loop of umbilical cord at its attachment to the edge of the 
placenta.”’ 
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Case of Uterus Bicornis Bicollis; Six Months’ 
Pregnancy Right Horn, Pyometra Left Horn. 


By G. M.D., C.M., F.R.F.P.S.G., 


Senior Gynecological Surgeon, Royal Lnfirmary, Glasgow; 
Extramural Lecturer in Obstetrics and Gynecology, Glasgow. 


PREGNANCY in a bicornute uterus must be regarded as a somewhat 
rare condition, but I have been fortunate in meeting with several 
instances of such. If the gravid horn be well developed gestation 
may advance to full time, as recorded cases prove, but in all those 
which have been under my care miscarriage has been the rule, and 
that most commonly in the third month of pregnancy. Curiously 
enough, every case of pregnancy I have seen has been in the right 
horn. On the other hand, should the gravid horn be maldeveloped 
rupture is the general rule, the seat of rupture being on the upper 
and median surface, and the primary cause of rupture the histolytic 
action of the chorionic villi on the muscular wall which they invade. 

‘The special interest in the case at present under consideration, in 
which the right horn was gravid, was the existence of a pyometra in 
the left horn which spontaneously evacuated itself through the left 
cervical canal during the 6th month of pregnancy, miscarriage 
occurring 5 weeks later during the 7th month. The vagina was not 
septate, forming a double vagina, as is usual with these maldevelop- 
ments, but the left cervix was shut in by a hymen-like transverse 
septum stretching across the left fornix from the middle of the double 
cervix. 

Mrs. 'l'., aged 25, married for two years, was admitted to my 
ward on June 1, 1909, owing to a purulent vaginal discharge and 
pain in the lower abdomen. It was known that she was in the 6th 
month of pregnancy, but the pyometra on the left side had been 
diagnosed as an ovarian dermoid which had suppurated and ruptured 
into the vagina, an opening in the left fornix being mistaken for the 
site of rupture. As will be mentioned later, this opening proved 
to be in the centre of a hymen-like transverse septum leading to a 
small cavity in which the left cervix lay. 

The patient began to menstruate at the age of 15, the menses 
being regular, of the 28-day type, lasting four days, and being 
moderate in amount. She suffered from dysmenorrhea on the first 
day of the flow. In May 1908 she had an early miscarriage at the 
6th week, according to her doctor’s statement, but she herself had no 
suspicion of pregnancy, although two weeks overdue, as the loss of 
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of blood was no greater than at a normal period. The last menses 
prior to admission to Hospital occurred in the beginning of December 
1908. In February 1909, when two months pregnant, she had 
hemorrhage, which lasted a few minutes only, and as a “ piece of 
skin ” came away her doctor told her she had misearried. As events 
show pregnancy continued normally. 

On Friday, May 28, she experienced for the first time a dull pain 
on the left side of the lower abdomen. This pain continued next 
day, and she complained of feeling heavy and drowsy. While 
sitting up in bed on May 29 she had a violent sneezing fit which was 
immediately followed by acute pain in the same region where she 
had previously felt the dull pain. Shortly after this there was a free 
discharge of pus from the vagina. When admitted to Hospital three 
days later the patient stated that the purulent discharge had 
gradually diminished and that the pain had lessened very consider- 
ably. 

On admission the temperature was 100°6°F., and the pulse 112, 
but by the 8rd day the temperature became and continued normal 
with five exceptions when there was a slight rise. The pulse-rate 
fell more slowly, and it was not till the fifth day that it assumed 
its normal rate of between 70 and 80. 

Examination disclosed the usual signs and symptoms of preg- 
nancy, which, calculating from the date of the last menses, was near 
the end of the 6th calendar month. The gravid uterus, instead of 
lying in the middle line, was both displaced and tilted to the right 
with the fundus at the right costal margin, while the left border of 
the lower uterine segment was just to the left of the symphysis pubis. 
The shape of the uterus was unusual, being markedly elongated and 
narrow compared with the normal ovoid of a six months’ pregnancy. 
Immediately to the left of the lower uterine segment a fist-sized 
rounded tumour of a doughy consistency was easily palpated, rising 
out of the left half of the pelvis. The cervix of the right gravid 
uterus projected into the vagina, and had the usual softness 
characteristic of pregnancy. At first it seemed as if there were no 
left fornix until an opening was felt just to the left of the right os, 
which admitted one finger. This opening led into a shallow pouch in 
which lay the left cervix continuous with the right cervix. There was 
a deep posterior and shallow left fornix. The opening was in the 
middle of a transverse septum which stretched across the left half of 
the single vagina from the junction line of the two cervices to the 
left vaginal wall forming a pouch a little over one inch in depth. 
Since the purulent discharge escaped through this opening in the 
septum it was easily understood how it had been mistaken for the site 
of rupture of an adherent supppurating dermoid, although the 
tendency for such tumours is to rupture into the rectum. The left 
cervix felt as soft as the right. 
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A bimanual examination showed that the left-sided tumour was 
joined to the right uterus at the cervix only, and as the left cervix 
formed part of the tumour there was no difficulty in diagnosing a 
bicornute uterus with double cervix. The purulent discharge was 
escaping from the left uterus, but no sound was passed for obvious 
reasons. 

The treatment consisted of complete rest in bed, antiseptic 
vaginal douches being given twice daily. The purulent discharge 
got gradually less, and between June 5 and 12 was almost gone, it 
was so slight. On June 13 it was again more copious, and contained 
small sloughs, but there was no appreciable difference in the size 
of the left uterus which had no doubt emptied itself on May 29. 
The discharge again became scanty and continued so till miscarriage 
occurred, During the last four days of June the patient complained 
of colicy pains over the right gravid uterus which pointed to a 
threatened miscarriage. These pains were at first controlled by 
opiates administered in the hope of prolonging pregnancy till the 
foetus would be viable, but on July 1, at 5a.m., regular labour pains 
set in, and a well developed foetus of between 6} and 7 months was 
born at 2p.m. There was no trouble during the placental stage, 
the whole labour being normal and easy. ‘The child was too 
premature as it only lived three hours, and there was no time to 
procure an incubator. During the labour pains it was noted that the 
left uterus contracted synchronously with the gravid right uterus. 
There was naturally some dread of sepsis by the spread of infection 
from the left cervix, the more so as the evening temperature the 
day before labour commenced rose from 98 to 99°F., with a corre- 
sponding increase in the pulse-rate to 96. The evening temperature 
on the second day of the puerperium was 99°8°F,, and the pulse rose 
to 114. On the 3rd day the temperature fell to 99°, with an 
evening rise to 99°6", and the pulse was 100. By the 5th day pulse 
and temperature were normal and remained so till the patient was 
dismissed on the 16th day. Buth uteri involuted satisfactorily, the 
left uterus diminishing in size as well as the right. 

The patient was examined before she went home, and it was 
found that the transverse septum was completely destroyed so that 
one broad cervix with two ossa projected into the vaginal vault. The 
right os was patulous, the left small and nulliparous. A sound was 
easily passed into the left uterus. 

It is not at all probable that the cause of the pyometra was an 
imperforate septum nor a congenitally occluded cervix, as otherwise 
the menses would have been retained leading to the formation of a 
hematometra. I can only assume that the cervix became occluded 
by agglutination some time after pregnancy occurred in the right 
horn, basing this assumption on those cases of occluded cervix found 
during labour, where closure of the cervix could only occur after 
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fertilization. The occlusion cannot have been extensive when a 
violent sneeze was capable of reopening the cervical canal. I also 
assume that germs were present in the cervical canal if not in the 
cavum uteri to cause a pyometra, and that such germs were present 
is shown by the febrile temperature and pulse at the time of 
admission, 

No bacteriological examination of the pus was made since three 
full days had elapsed since rupture with ample time for further 
infection. 

In conclusion, it may be stated that careful examination failed to 
reveal any other source of the purulent discharge than from the left 
uterus. 
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Acute Hydramnios with Notes of a Case Occurring 
with Uniovular Twins about the 18th Week of 
Pregnancy. 


By G. Batrour M.D., C.M., F.R.F.P.S.G., 
Sentor Gynecological Surgeon, Royal Infirmary, Glasgow; 
Ketramural Lecturer in Obstetrics and Gynecology, Glasgow. 


THERE are two distinct clinical varieties of hydramnios—the acute 
and the chronic, and to these may be added a third in which the 
chronic suddenly becomes acute. 

Acute hydramnios is rare; it usually appears between the 3rd and 
6th month of pregnancy, is sudden in its onset, and the accumulation 
of amniotic fluid is so rapid that it speedily gives rise to great 
distress. 

The chronic variety, on the other hand, is not uncommon, and is | 
probably familiar to most if not all obstetricians, as it occurs with a 
frequency of from 1 in 100 to 1 in 150 pregnancies. It usually shows 
itself in the latter half of pregnancy, and is gradual in its onset, 
though the rate of accumulation of fluid varies, some cases having a 
moderate, others an enormous distension of the amniotic sac. 

Chronic hydramnios may only be considered rare when the excess 
of liquor amnii is so enormous (as in the recorded quantities of 52 and 
56 pints), that it is difficult to believe the uterus could be distended 
to such an extent without rupturing or at al] events miscarrying 
before so much fluid had collected. The distension is, however, 
gradual, and the abdominal wall and organs have time to adapt 
themselves to the ever-increasing pressure. That is so doubt the 
reason why we occasionally see patients delay seeking relief until 
they have become bedridden from dyspnea and interference with the 
circulation, although the enormous abdominal distension must have 
been a source of great discomfort. 

A rare variety of chronic hydramnios is that form where it 
acquires an acute character and the distension suddenly begins to 
increase with great rapidity. I have met with two such cases about 
the 7th month of pregnancy, the abdomen in both being enormously 
distended. The history in both was a sudden increase in rapidity 
of distension with severe abdominal pain confining the patients to 
bed. As both spontaneously miscarried there was no opportunity of 
estimating the amount of fluid. 

Acute hydramnios is so rare that all cases met with should be 
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recorded. Its rarity may be judged by the statistics of Baudelocque’s 
clinic, where the proportion was 8 acute to 623 chronic. 

Berkeley and Bonney, in their recent publication, state that they 
have only seen one example, and that in the 9th month of pregnancy. 
This is an unusually advanced month of pregnancy for acute 
hydramnios to begin, and one would desire to know the details of the 
case, as it might be an example of an acute phase occurring during 
the course of a chronic hydramnios. 

Jardine, in his “ Clinical Obstetrics,” gives a good description 
of one case in which a four months’ pregnant uterus became larger 
than a full-time pregnancy in the space of three weeks. 

The seriousness of acute hydramnios is due to its onset in early 
pregnancy and to the rapid accumulation of amniotic fluid, so rapid 
indeed that excessive distension occurs in one or two days, and the 
distension may become so enormous in the course of a few weeks that 
the patient is cyanosed owing to interference with respiration. The 
abdominal organs are unable to adapt themselves to the rapid 
distension, the abdominal wall is stretched to a painful degree, while 
the patient complains of severe and continuous abdominal pain. 

In nearly 50 per cent, of cases of acute hydramnios the pregnancy 
is one of twins. The twins are usually uniovular, and as a rule only 
one amniotic sac is affected, the other containing little or even just a 
trace of liquor amnii. 

I have only seen one case of acute hydramnios, which forms the 
subject of the present paper, and the interest lies in the accuracy 
of the dates, as I had the patient under observation from the 
second month of her pregnancy. 

Mrs. G., aged 31, and recently married, was first seen by me in 
consultation on March 7, 1913. Her last menses had occurred from 
January 1 to 5, and the question to be decided was one of pregnancy. 
The patient was of spare build, so there was no difficulty in the 
diagnosis, the uterus corresponding in size and shape to an eight 
weeks’ pregnancy, which agreed with the period of amenorrhea. 
During the examination a small fibroid was felt projecting from the 
fundus uteri. 

On May 9 the patient was again examined as she intended to 
travel to England the following day, and desired to know if she could 
do so with safety. The uterus on that date corresponded in size to a 
normal four months’ pregnancy. 

On May 11, the day following her arrival in England, she was 
seized with severe colicy pains in the lower abdomen which confined 
her to bed. She noticed her abdomen distending rapidly and in two 
days it was very much swollen. She remained in bed for two weeks, 
abdominal pain being continuous, and she only rose to return to 
Glasgow, where I saw her on May 26. 

The patient was evidently in great distress owing to the rapid 
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distension of the abdomen, and complained of continuous severe 
dragging pain all over the abdomen and over the sacral region. She 
also complained of frequent urination though the amount passed each 
time was small. A catheter specimen of urine had a specific gravity 
of 1025, and contained a trace of albumen. The abdomen was much 
distended by the enlarged uterus which extended to the costal 
margins, the fundus uteri reaching more than half-way between the 
umbilicus and sternum, This does not give a true conception of the 
size of the uterus, which was much larger than an eight months’ 
pregnancy, being round in shape, and both deeper and broader. 
From symphysis pubis to fundus uteri measured 113 in., the body 
circumference at the level of the umbilicus was 32} in. The uterus 
had the fluetuant character of a large unilocular cystoma, felt very 
tense and was markedly tender to palpation. It is possible that this 
tenderness may have been due to stretching of the abdominal wall as 
the skin was very tense and glistening, but showed neither strive nor 
linea nigra. No foetus could be felt either by ordinary palpation or 
hallottement, nor could a foetal heart be heard. Uterine contractions 
were distinct, and the uterine souffle well marked. 


Vaginal examination showed the usual signs of pregnancy such as 
port-wine discolouration, softness of vaginal walls and cervix, and 
marked pulsation in the fornices. The most notable feature ascer- 
tained by vaginal examination was the marked bulging of the lower 
uterine segment which filled the upper part of the pelvis. The fibroid 
on the fundus uteri was considerably enlarged and flattened, and 
distinguished by its consistency. 

On May 27 I dilated the cervix uteri to admit the forefinger. 
The membranes burst before I was prepared and I was only in time 
to collect a little over five pints of liquor amnii, the rest being lost. 
At the same time a hypodermic injection of pituitrin was given and 
the case left to nature. Examination of the uterine cavity with the 
finger revealed the presence of twins. he uterus contracted well 
with immediate relief to the patient’s previous distress. As the 
uterine contractions were feeble and the cervix not dilating a second 
injection of pituitrin was given on the following day—-May 28. The 
action was prompt as the uterus contracted well, and first one foetus 
and then the other were born feet first as far as the neck, but in 
attempting to extract the necks of both parted leaving the heads in 
the uterus. They had evidently been dead for some days as they 
were macerated, this accounting for the easy separation of the trunk 
from the head although gentle traction was employed. Chloroform 
was administered and the uterus emptied by the fingers. 

Convalescence was uneventful and the uterus involuted well. On 
the tenth day the fundus uteri was still palpable through the thin and 
flabby abdominal wall two inches above the symphysis pubis. The 
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fibroid was smaller again, and it was found to be pediculated, mobile 
and attached just to the left of the middle of the fundus uteri. 

Dr. Kennedy examined the placenta and membranes for me, but 
could not find anything abnormal about them. 

The twins were uniovular, both males, and equal in size to a four 
months old foetus. One amniotic sac only was affected by the 
hydramnios. Unfortunately the foetuses were destroyed before I 
had them examined, as it would have been of interest to inspect the 
heart, kidney and bladder which are stated to be regularly found 
hypertrophied in the hydramniotic foetus. 
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Obituary. 


GEORGE ErNesT HERMAN was born at Kilwarlin in Ireland on 
February 8, 1849, the son of the Rev. G. L. Herman. The early 
part of his life was spent at Kilwarlin, Chatham, and Gravesend, 
where he was educated privately. He entered the London Hospital 
as a student in 1866, becoming qualified as M.R.C.S. in 1870. He 
held the London Hospital appointments of Resident Accoucheur 
in 1870, Medical Registrar in 1873, and Junior Resident Medical 
Officer in 1874. He became F.R.C.S. England in 1875, and M.B. 
London with honours in 1879. In 1885 he was elected F.R.C.P. 

During his tenure of office as Medical Registrar and Junior 
Resident Medical Officer at the London Hospital he came under 
the influence of the late Dr. Henry Gawen Sutton, whose teaching 
he valued most highly. He considered that Sutton worked almost 
a revolution in the teaching of pathology and in the real under- 
standing of many abnormal physical signs, for which his 
predecessors at the London Hospital had been contented to accept 
the old traditional explanations or even to do without any 
explanation. Sutton’s teaching and example had a marked effect 
on the character of Herman’s work throughout his whole career. 
Matthews Duncan was another who exerted a large influence on 
Dr. Herman—he frequently quoted him as an authority, and his 
name became a household word to Resident Accoucheurs at the 
London.” 

Herman was elected Assistant Obstetric Physician to the 
London Hospital in February, 1876. In June, 1883, on the death 
of Dr. Palfrey, he was elected Obstetric Physician. Thus at the 
age of 34 he came on to the senior staff. For two years he worked 
the Out-patient Department as well as the wards, and then asked 
for a junior colleague. During his nine years of Out-patient work 
he took voluminous notes—in some cases they seem to be almost 
unnecessarily full, but at the time he was engaged in separating 
the grain from the chaff, and proving to himself the truth or falsity 
of the connection between certain physical signs and symptoms. 

In July, 1903, he was elected Consulting Obstetric Physician, 
after twenty years on the senior staff, during the whole of which 
time he had given the systematic lectures on Midwifery. 

Besides his London Hospital appointments he acted as 
Physician to the General Lying-in Hospital and to the Royal 
Maternity Charity, where much of his obstetric experience was 
gained. 

As a ‘‘chief’’ at the London Hospital he was much respected 
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and beloved, especially by the Resident Accoucheurs and the sisters 
of his wards who got to know him better than did the students, 
although with them also he was always popular. The respect and 
affection felt for him by successive generations of Resident 
Accoucheurs and ward sisters was almost filial. He was essentially 
a man whom one could trust. 


As a teacher he was excellent, although he did not lay himself 
out to teach the students in the way that a present-day member of 
a hospital staff usually does. To his residents he imparted a most 
valuable training and the best of teaching, and he would usually 
see two or three patients, and teach the students for a few minutes 
on their cases, at the end of an afternoon’s operating. The key- 
notes of his teaching were common-sense and observation. The 
writer of this article remembers many occasions on which Herman, 
by some remark made long afterwards, showed that he had noticed, 
appreciated, and remembered some small detail which had seemed 
at the time to have escaped his notice or been beyond his ken. 

As an operator he seemed rather to have been born too soon. 
Twenty years ago and earlier he was a brilliant operator, and his 
results were very good for that period of abdominal surgery, but 
he never became a modern operator, 7.e., he did not acquire the 
neatness and attention to detail which have taken the place of 
brilliance now that the operator is not satisfied with the mere 
recovery of his patient. 

He was for many years one of the most regular attendants of 
the meetings of the Obstetrical Society of London, of which he 
was Librarian in 1880-1, Secretary in 1882-5, and President in 
1893-5. He read a large number of papers and short communica- 
tions on a variety of subjects and contributed his share in the 
discussions. His papers on the effects and significance of flexions 
and versions of the uterus, read in the eighties and nineties, based 
on a careful and laborious study of a very large number of cases, 
were of great importance in helping to relegate these conditions to 
their proper place in gynzecology—a place considerably lower than 
that to which they had formerly been raised. 

Some years ago, when puerperal eclampsia was even less under- 
stood than it is now, he took a keen interest in it, and contributed 
several papers and articles on this subject. He was an early 
advocate of the administration of morphia, and an opponent of 
rapid methods of emptying the uterus. 

In his writings his honesty and love of truth were shown. He 
preferred to say that he did not know, or, rather, that he ‘‘ knew 
not,”’ to covering ignorance by a high-sounding term or phrase. 
A characteristic remark of his was: ‘‘ Nothing is really known as 
to the cause of this, Theories may be read in German books.” 
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His two most important text-books, ‘‘ Diseases of Women ”’ and 
‘‘ Difficult Labour,’? were of great value to practitioners and 
students, and enjoyed a well-deserved success, being the products 
of ripe knowledge and clinical experience gained during many 
years of hospital and private practice. A marked feature in both 
books was the somewhat dogmatic manner in which he advised 
choice of certain methods, not simply because they were generally 
considered the best methods, but because he had tried them himself 
and found them good. He deprecated the custom, too common 
among authors of text-books, of giving a selection of methods 
without a definite statement as to which of them the author could 
recommend himself from his own personal experience. His 
‘First Lines in Midwifery,” for junior students and midwives, 
was another successful text-book. 


He was a believer in studying the writings of the old obstetri- 
cians, and frequently quoted Smellie, Ramsbotham, etc. In some 
of the reviews that he wrote for the journals he objected to the fact 
that, according to some of the modern text-books, the student might 
be led to think that the essential requirements of an obstetrician 
were that he should be an expert abdominal operator and a skilled 
bacteriologist, whereas, according to his opinion, the one essential 
requirement was that he should have a wide knowledge of midwifery 
acquired partly from clinical experience and partly from the 
writings of the men who had gone before. 


Some years ago he was a regular attendant at the meetings of 
the Hunterian Society, of which he was President in 1896-7. 

He was formerly an examiner to the Conjoint Board, and 
Oxford, Cambridge, London, Durham, and Victoria Universities. 

For several years he had an extensive practice, a considerable 
part of which came from the East End, where he had a great 
reputation, especially among the Jewish population, for his skill, 
kindness, and honesty. His abrupt manner offended some patients, 
who failed to see the kindly nature which lay below it, but most 
of them were devoted to him, and many mourn the loss of a 
doctor and friend. 

He was always willing to give the younger men a chance and 
to help them in any way that he could. His manner of helping to 
prepare a paper for publication was characteristic of him—every 
statement that could not be proved absolutely was modified or 
deleted, and all the ‘‘verys’’ and most of the adjectives were 
scratched out. 

At times his natural shyness and his habit of using no unneces- 
sary words made conversation with him difficult, but at other times 
he was full of anecdote and shrewd and kindly comment on men 
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and things, and his keen sense of humour made him an excellent 
companion. 

His chief hobby was reading. Some years ago he took up golf 
and enjoyed it until an injury to his knee compelled him to give 
it up. 

He married in 1884 Miss Emily Gibbings of Chichester, who 
survives him, together with one daughter and four sons, the second 
of whom is in the medical profession. 

He was a devoted husband and father, and took a keen interest 
in the education and careers of this children. He was quite at his 
best in his family circle, where he delighted to entertain his friends, 
and was an excellent host. 

Just a year ago he retired to Cam in Gloucestershire, after 
thirty-seven years of practice. Those who saw him in his country 
residence said that he enjoyed his leisure and had settled down 
comfortably to a quiet well-earned rest. He was taken ill on 
March oth with laryngitis and pneumonia, and died on March 11th 
of heart-failure. 

He will long be remembered as a clear thinker, a wise counsellor, 
a good teacher, a hospitable and warm-hearted friend, and, essen- 
tially, a man whom one could trust. 


H. Russet, ANDREWS. 
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REVIEWS OF CURRENT LITERATURE. 


Unper Cuarce or Earpiey M.D, 


Revue Mensuelle de Gynécologie, d’Obstétrique et de Pédiatre. 


January, 1914. 
1. *Une théorie pathogenique des kystes dermoides de l’ovaire. J. TERMIER. 
2. Neuf cas de blennorragie féminine traités par le vaccin de Nicolle et 
Blaizot. Ropert HENrRy. 


A theory relating to ovarian dermoids. Professor J. Termier suggests a 
theory as to the causation of ovarian dermoids which is partly based on an 
uncommon case under his care. The case was that of a woman of 50 years 
suffering from uterine fibroids upon whom he operated. At the operation 
it was found that the uterine condition was complicated by cystic disease 
of both ovaries. The cysts on each side were of dermoid character. More- 
over the tumour on each side was multiple, i.e., was made up of several 
separate and distinct dermoid cysts. 

His explanation of the possibility of the occurrence of bilateral dermoids 
which are multiple on the two sides is founded on the recent results of 
experimental teratology. He goes on to propose that this explanation is 
the correct solution to the formation of all ovarian dermoids. 

He quotes the work of Loeb, Delage, and Hertwig in which it has been 
shown possible to produce various monsters at will by the artificial fertili- 
zation of various ova or by subjecting impregnated ova to the action of 
solutions of varying osmotic pressures. 

He believes that in the formation of ovarian dermoids there is a chemical 
or physical difference in the fluids bathing the ova in the Graafian follicles. 
This difference causes an inhibition in the normal segmentation of the 
ovum which is either developing parthenogenetically orhas been fertilized by 
a spermatozoon. The result of this inhibition is the production of a 
teratoma or dermoid cyst. 

In the case under consideration he considers that the uterine fibroids 
were the cause of the abnormal segmentation producing the dermoids either 
by acting reflexly on the trophic control of the ovary or by modifying the 
vascular supply of the ovary through the production of a lymphatic-cedema 
or of the nature of an angeio-neurotic cedema. Several ova, on each side, 
underwent a parthenogenetic segmentation and developed along abnormal 
lines into the various tissues forming the multiple ovarian dermoids. 

Lewis GRAHAM. 


Zentrallblatt fiir Gyndkologie. 
No. 5. January 31, 1914. 
1. The problem of radium treatment for carcinoma. E. Bum. 
2. *Eclampsia following panhysterectomy for rupture of the uterus accom- 
panied with severe anemia. E. ZWEIFEL. 
3. Remarks on rapid delivery in eclampsia. LICHTENSTEIN. 
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4. Sluggishness of the uterus and full-term pregnancy despite retention 
of an intra-uterine plug. KUNTZSCH. 
Collection of abstracts of recent literature on :— 
Sterility and sterilisation. 
Menstruation. 
Therapeutics. 
Radiology. 
Anesthetics. 
Syphilis and gonorrhca. 


Eclampsia accompanied with severe anemia following panhysterectomy for rupture 
ofthe uterus. ‘The patient, who had had three previous children, was 
brought into hospital unconscious with the uterus ruptured. The patient 
began to come round after the operation for panhysterectomy, but in three 
and a half hours was seized with an eclamptic fit followed by two more. 
She continued comatose for three days, and was aphasic till the 17th day. 

Incontinence of urine and faeces was present. ‘The urine contained 1 per 
1060 albumen by Esbach. The diagnosis lay between eclampsia and 
exhaustion due to severe ancmia with eclamptic symptoms. Zweifel 
himself does not give a decision either way. 


No. 6. February 7, 1914. 

1. Dosage of Réntgen Rays. GUNSETT. 
2. How can gonorrhoea be effectually controlled? Crrept& Héorper. 
3. Three interesting cases from practice. PENTZ. 
4. v. Herff’s clips. J. LANGE. 
Collections of abstracts of recent literature on :— 

Uterine fibromyomata. 

Puerperal fever. 

Deformities of the genitalia. 

Antisepsis and asepsis. 

Breeding and heredity. 


No. 7. February 14, 1914. 
1. Examination of the proteo- and pepto-lytic properties of serum in 
albuminuria of pregnancy. H. HINSELMANN. 
2. Abderhalden’s reaction in pregnancy and menstruation. S. KyaEr- 
GAARD. 
3. *A case of acromegaly complicating pregnancy. R. MAREK. 
4. Aetiology of carcinoma of the vagina. K. EDELBERG. 
Collections from abstracts of recent literature on :— 
Tuberculosis. 
General operative technique—shock. 
Peritoneum and extraperitoneal tissues. 
Abdominal wall, ligaments, hernias. 
Placenta—amniotic fluid—umbilical cord. 
Foetus and infant. 


Acromegaly complicating pregnancy. Two years ago Marek described in the 
Zentralblatt a case in which acromegalic signs developed during and sub- 
sided spontaneously after pregnancy. This patient became pregnant a 
second time last year but with this difference, that, whereas the symptoms 
in the first pregnancy were typical, in the second pregnancy they were only 
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such as might be due to a hypersecretion of the pituitary, as occurs to a 
greater or less extent in any pregnant woman. Thus in the second half 
of pregnancy there appeared slight thickening and enlargement of the nose, 
advance of the lower jaw, thickening of the fingers and nails—in the feet 
only the nails were enlarged—marked instability of the sugar metabolism. 
On the other hand, such signs as thirst, polyuria, thickening of the tongue, 
dulness and sleepiness were not present, nor was the glycosuria constant. 


No. 8. February 21, 1914. 
1. *A new method of operating on ‘‘invagination-prolapse”’ of the rectum 
in women. A. SIPPEL. 
2. Menge’s treatment for post-operative hernizee. L. Pro-HOWNICK. 
3. Two cases of separation of the uterus from the seat of fixation following 
vaginal fixation. J. VoIcrT. 
Collections of abstracts of recent literature on :— 
Urinary organs. 
Intestines. 


Invagination-prolapse of the rectum. Cases in which the upper part 
of the rectum is invaginated into the lower part and prolapsed through the 
anus have been treated either by fixing the bowel above to the peritoneum, 
in which case 54 per cent. recur, or else by excision of the prolapsing part 
with end-to-end anastomosis of the bowel—entailing thereby a severe 
operation. For a patient of 61 with this type of rectal prolapse combined 
with prolapse of the vagina Sippel devised the following operation. 

The cervix and posterior vaginal wall from the cervix to the vulva were 
incised deeply in the mid-line, so as to expose the peritoneum, anterior 
rectal wall and sphincter ani. The rectum was freed on either side and the 
pubo-rectalis fibres of levator ani dissected out. Four layers of catgut 
sutures were then inserted longitudinally into the relaxed anterior rectal 
wall, each layer infolding the previous one, thereby taking up the slack and 
narrowing the rectal lumen. A triangular strip was cut from the posterior 
vaginal wall and a large half oval from the anterior wall. Stout catgut 
sutures were used to close the vaginal wounds—the rectum above was 
included in the stitches used to close the incision in the cervix, thus draw- 
ing cervix and rectum together. A fifth plication was made in the anterior 
rectal wall which was stitched to the posterior vaginal wall. The levatores 
ani were brought together and the rectum stitched to them. Lastly the 
levatores were defined behind the anus, drawn together, and the rectum 
stitched to them here as well. Six months have passed since the operation 
and there is no return of the rectal prolapse. 


No. 9, February 28, 1914. 

1. *Duration of pregnancy. PETERS. 
2. *Diagnosis of pregnancy with twins. H. J. HALBAN. 
3. The use of lactic acid douching in pregnancy. B. SCHWEITZER. 
Collections of abstracts of recent literature on :— 

Electrical treatment. 

Abderhalden’s reaction. 

Radiology. 


Duration of pregnancy. Assuming that ovulation occurs 18—19 days after 
menstruation and that fertilization occurs at once except in a few cases in 
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which it is delayed for 5-6 days, Halban suggests that pregnancy should 
last 280 plus 19 days, and asks for confirmatory statistics in cases of full 
term pregnancy following a single coitus. 

Thus he suggests that pregnancy lasts 280 days from fertilization and 
not as laid down by Niagele’s formula 280 days from the first day of the 
last period. 


Diagnosis of pregnancy with twins, ‘This article would be better named 
“ Recognition of death of one foetus during twin pregnancy.’’ A patient 
four months’ pregnant suddenly suffered from acute hydramnios: at the 
end of the fifth month the hydramnios disappeared and her abdomen 
resumed the size proper to the period of pregnancy. She also began to 
complain of great pain accompanied by uterine contractions. She con- 
tinued to full term and after the birth of the normal child’s placenta a 
foetus papyraceus was born. The length corresponded to four and a half 
months. The membranes were those of uniovular twins. The absorption 
of hydramniotic fluid and painful contractions evidently followed the death 
of the foetus. A transverse furrow present on the anterior uterine wall in 
the last weeks of pregnancy marked the boundary between the membranes 
of the normal and dead foetus. G. G. ALDERSON. 


No. 10, March 7, 1914. 
1. Further experience with extraperitoneal Caesarean section, its indica- 
tions and technique. O. KisTNER. 
2. "A case of exceptional fertility (with continuous bleeding in the non- 
pregnant intervals). B. BERGER. 
3. Conclusion of discussion on intrauterine forceps. K. NEUWITH. 
Collections of abstracts of recent literature on :— 
Hydatidiform mole and chorionepithelioma. 
Foetus and newly born. 
Complications of pregnancy and labour. 
The breast. 
Obstetrics (general). 
Pituitary extract. 


A case of exceptional fertility, The woman, a twin, was pregnant 30 
times in 25 years, giving birth to 36 foetus of whom 20 were living. These 
included triplets (once) and twins (four times). From the onset of men- 
struation at ito till marriage at 20 she lost continually, and except for two 
intervals of a few months during married life she lost whenever non- 
pregnant. On one occasion fertilization took place the night following an 
abortion. ‘The same fertility continued with a second husband. Berger 
suggests the presence of excessive ovulation and a co-relation between this 
and continuous menstruation. G. G. ALDERSON. 


Monatsschrift fur Geburtshulfe und Gyndkologie. 


XXxix, 2. February, 1914. 
1. *The treatment of eclampsia. A. SCHILLER. 
2. *The frequency and obstetrical significance of abnormally big children. 
J. LeJBOWITSCH. 
3. Labour after antefixation operations. H. KusTEr. 
4. Mesothorium treatment of uterine carcinoma. C. WEINBRENNER. 
5- Myoma and carcinoma of the body of the uterus. H. JANSEN. 
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The treatment of eclampsia. This is an interesting account of 360 cases in 
the Kénigsberg klinik since 1882. All methods have been tried with vary- 
ing success, and the results are given. The author is an upholder of the 
placental theory and therefore believes in immediate delivery. If the case 
be seen within six to seven hours of the onset of fits he recommends vaginal 
Ceesarean section; if later only conservative treatment, because the body 
has been poisoned already and any operative interference is not stood weil 
by the patient. The conservative treatment is recommended for the general 
practitioner. 


The frequency and obstetrical significance of abnormally big children. 
An account of the children over 11 lbs. weight born in the Breslau klinik. 
There were go cases in 15,000 deliveries. 88 per cent. occurred with multi- 
pare, whose ages were in the thirties; the average age of the primipare 
was 24 and not more as is usually stated. There was prolongation of 
pregnancy in one-third of the cases, and a previous history of big children 
in the majority. Breech presentations occurred two or three times as 
frequently as vertex. The usual operative indications were—contracted 
pelvis (10 per cent. of the cases), impacted shoulders and asphyxia. ‘The 
foetal mortality was 12 per cent. The amount of liquor amnii was not 
noted. R. M. ALLAN. 


Gynzkologische Rundschau. 


1914 Heft 1. 
1. *Uterine diverticula and their relation to pregnancy. PISKACEK. 
2. *Status lymphaticus and its effect on the genital organs. HERRMANN. 


Uterine diverticula and their relation to pregnancy. This is the history of a 
multipara who had had adherent placenta during five labours. She died 
on her sixth, and post-mortem a diverticulum was found in the fundus 
near the entrance of the left tube. The uterine wall was only 1 mm. thick 
at this spot. Probably the manual removal of the placenta had caused its 
formation. 

The etiology of the condition is usually some trauma, as perforation 
with the curette, severe endometritis, hydatid mole, old Ceesarean section 
scars. 

Piskacek reviews all the published cases and the article is illustrateu 
by several diagrams. 


Status lymphaticus and its effect on the genital organs. This is a study ol 
the changes in the female genitals consequent on the condition called statu: 
lymphaticus. It is based on 415 cases. ‘The article is very iully sliustia... 
with tables of the post-mortem findings and the menstrual histones o1 thy 
cases. 5615 per cent. showed maldevelopment of the whae genital 
and 54 per cent. had primary sterility. 


1914, Heft. 2. 


1. *Regeneration of uterine mucosa after curettage. J. RICHTER. 
2. Latest experiments ou the ovary and internal secretion. BENTHIN. 


Regeneration of uterine mucosa after curettage. Curettings were taken irom 
cases of annexial disease some time before operation and at the operation or 
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from the extirpated uterus. Cases of myomata, ectopic gestation and those 
at the menopause were excluded. One day after the curettage there was 
a fresh wound surface with the usual characteristics. On the third day 
appeared an epithelial covering, which was completed in five to nine days. 
This grew in from the sides. Beneath it were many leucocytes, fibroblasts 
and young blood vessels. These persisted to the twenty-sixth day. If the 
mucous membrane was completely removed no gland formation was seen— 
only an invagination in places of the surface epithelium which probably 
formed the new glands. If any glands had been left between the muscle 
fibres, regeneration occurred from them. When muscle was removed it was 
replaced by connective tissue. Similar results were obtained in bitches. 
These findings are compared with those of other observers. 
R. M. ALLAN. 


Annali di Ostetricia e Ginecologia. 
xxxvi, 1°, January, 1914. 

1. “Clinical notes on the early detachment of the normally inserted placenta 
(Note cliniche sul distacco precoce di placenta normalmente inserita). 
BALLERINI. 

Case of double monstrosity (dicephalus dibrachius). (Su un mostro 
doppio.) MIsuRAcA. 

3. Results of cultivating human uterine cancer in glass. (Esperienze di 

coltivazione—in vitro—del cancro uterino humano.) MACCABRUN. 


nd 


Clinical notes on the early detachment of the normally inserted placenta. 
Ballerini describes clinical observations made on 41 cases of placental 
detachment, occurring in the Hospital of Parma out of a total of 2,500 
pregnancies. He divides the cases studied into four groups, the distinction 
between each class being one of degree, ranging from those where clinical 
symptoms were absent but detachment found in adnexa (1st class), to those 
where haemorrhage, internal or external, was very severe, and where cases 
had a fatal termination. He found that the greater number of the patients 
had passed the age of 30 and were pluriparee. The interruption of preg- 
nancy in the first three groups occurred chiefly in the sixth and seventh 
months. Those in the fourth group towards the end of term. 

Trauma, held by some to be an important cause of placental detachment, 
could not be cited as a cause in any case observed by Ballerini. Renal 
lesions, causing albuminuria or eclampsia, seemed to be important pre- 
disposing factors in some cases, probably because of the vascular changes 
which they induced. Gonorrhceal infection, fatty degeneration of the 
placenta, and calcification were found in one or two cases. ‘The chief 
determining cause, however, seemed to be syphilis, both because of the 
vascular degeneration caused in all the organs, uterus included, and 
because of the toxins circulating in the system. 

No special therapeutic treatment was employed where clinical symptoms 
were slight. In severe cases the only thing, of course, to be done was to 
evacuate the uterus as speedily as possible. This, where labour was 
advanced, could be done per vaginam by the aid of Bossi’s dilator, if neces- 
sary. In other cases where there was severe internal hemorrhage and the 
os was rigid, abdominal section must be at once undertaken. j.34.F. 


Local and spinal anesthesia in gynxcology. 
GEORGE GELLHORN (Journal Amer. Med. Assoc., vol. 61, p. 1354). Sen- 
sation should be dulled previous to operation by an injection of morphia. 
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The patient’s eyes should be covered with a mask, and the ears filled with 
cotton wool saturated with olive oil. Technique of local anzesthesia is 
simple. About ro cc. of 1°2 five per cent. novocain is injected by hypoder- 
mic needles into the substance of the cervix, and will be found to give 
complete anesthesia for dilatation or any other operation on the cervix. 
For spinal anzesthesia 3 cc.of five per cent. solution of novocain with supra- 
renin is used. After injection into the theca, patient remains in a sitting 
posture for three minutes, and is then slowly laid down in the dorsal 
position. ‘The anzesthesia is usually complete and lasts from one to two 
hours. Collapse is rare, but vomiting is fairly frequent. Post-operative 
phenomena occur in a mitigated form, but intense and intractable headache 
lasting for hours or days may be noticed. C.N.L. 


Rontgen treatment in gynzcology. 

HENKEL (Miinch. med. Wochenschr., No. 3, 1914) emphasises the impor- 
tance of being certain that the dosage and application are so exact that the 
symptoms are not aggravated instead of improved. He applies the rays 
only over the ovaries and uterus, so that the abdominal wall is uninjured 
and in a condition for operation if the Réntgen treatment fails. ‘The effect 
of Réntgen rays is the destruction of the ovarian follicles. From experi- 
ments carried out by Schroeder in Henkel’s klinik it has been proved that 
muscular fibres and connective tissue cells (especially those newly formed) 
are also certainly influenced by the x-rays. Microscopic examination of 
uteri of rabbits so treated has shown that the uterine mucous membrane is 
also affected by the x-rays, which may perhaps explain the arrest of the 
hemorrhage. The main effect, however, is that of a RO6ntgen castration. 
It is important to note that the chief action of the Réntgen rays is the arrest 
of hzemorrhage while the tumour itself is little affected. We have no 
guarantee that the tumour may not subsequently grow and take on a 
malignant proliferation. Great care must be taken in the diagnosis, which 
must not be mistaken for ovarian tumours or tubal swellings, although it 
may be impossible to diagnose malignant change in the tumour. 

Henkel considers the following as contra-indications for the Réntgen 
treatment :—(1) Severe and dangerous hazmorrhage; (2) Tumours where 
pressure symptoms cannot be excluded ; (3) Submucous fibroids ; (4) Malig- 
nant or other degenerative change; (5) Fibroids in young patients; (6) All 
cases where the diagnosis is not quite clear. 

The treatment is to be applied cautiously and tentatively when, during 
the treatinent, complications arise, e.g., increase of bleeding, fever, and 
intestinal complications. 

The principal use of the Réntgen treatment is in climacteric haemorrhage 
and haemorrhage in old women. In all such cases a preliminary curetting 
must be carried out. 

The Réntgen treatment must be regarded as a therapeutic advance in 
the uterine haemorrhages of elderly women, but it must not be used indis- 
criminately in all cases of fibromyomata. 


Neoplasms of the vulva. 

A. Fucus (Gynck. Rundschau., 1913, Ht. 24). This is a critical review 
of the literature of 1912. Special attention is devoted to the operation for 
carcinoma in relation to the removal of the lymphatic glands, and also to 
the relationship between kraurosis vulvee and carcinoma. R. M. ALLAN. 
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Cyst of the labium minus. 

Maurick PERAIRE (Bulletins et Mém. de la Soc. Anat. de Paris, Dec., 
1913) dissected out a tumour of the size of a hen’s egg from the right labium 
minus of a married woman aged 52. She had been four times pregnant, 
bearing three children to term. Many years after her last pregnancy she 
noticed that a swelling of about the size of a cherry had developed in the 
right lesser labium, and it caused dyspareunia but no further inconvenience. 
Three months before the operation the swelling inflamed and became as 
large as a hen’s egg. The free edge of the labium ran along its surface. 
Excision was performed under local anzesthesia with novocaine; dissection 
of the cyst not being possible, on account of the inflammatory changes, it 
was removed entire with the surrounding integuments. As usual several 
blood vessels required ligature; then the raw surfaces were united with 
catgut. The wound healed very well. The cyst contained a yellowish 
fluid of syrupy consistence. Péraire filled it with hot paraffin and made a 
section when the paraffin had cooled, so that the relations of the cyst wall 
to the integuments could be plainly distinguished. They were closely 
blended by recent inflammatory changes, yet the inner wall was polished 
and uniform. The investing Malpighian epithelium was in perfect preser- 
vation. Péraire considers that a cyst of this kind has developed from a 
Wolffian relic, for, he concludes, remembering the rarity of these cysts it 
seems very misleading to ascribe them to the normal glandular elements in 
the labium. [Keith maintains that ‘the inferior termination of the Wolffian 
ducts is not represented in Homo by Skene’s tubes, but most likely by a 
pair of shallow depressions in the vestibule,’ “‘A Demonstration of Speci- 
mens illustrating Cysts of the Female Appendages,’’ JouRNAL, vol. xviii, 
p. 246. Rep.] A.D. 


A new method of treating chronic coli-cystitis and other bacterial 
infections. 

CHARLES Russ (Lancet, Feb. 14, 1914) in this paper describes a new 
method of treating bacterial infections by means of an electrical current 
passing through an electrolyte in contact with the affected part, the patho- 
genic bacteria move to the positive or negative pole according to the nature 
of the electrolyte used and are destroyed. 

The first cases he treated were varicose ulcers and septic fingers, the 
electrolyte used being sodium chloride solution. 

Latterly he has tried in case of colicystitis but found that ordinary salt 
solution had not a very marked effect, so substituted iodic acid. 

One pole (in these cases), the anode, was placed on the abdomen, the 
other, the kathode, into the bladder, which had been previously partially 
filled with the iodic acid solution 1 in 1500. Most of the cases showed 
inarked improvement although no complete cure, but that the organisms in 
question are affected is shown by two microphotographs before and after 
electrical treatment, the bacilli in the latter showing marked lengthening, 
and their reaction to Gram’s stain is frequently altered. J.M.W. 


Functional metrorrhagias. 

ARNOLD SturMborr (Journal Amer. Med. Assoc., vol. 62, p. 507). 
Intractable uterine hemorrhage may occur at the two extremes of 
menstrual life. Hysterectomy is sometimes the only effective treatment, 
and in many of the uteri removed for this cause no pathological lesion can 
be found. Since every clinical manifestation represents a normal function 
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perverted, every therapeutic effort must be based on the normal mechanism 
of that function. Coagulation is Nature’s universal haemostatic, and every 
effort to control bleeding must be an effort to induce coagulation. It is a 
significant fact that while the incoagulability of normal menstrual blood 
has been noted since the earliest times, the identical incoagulability charac- 
terizing the cases under discussion has escaped the attention of all observers. 
The endometrium during menstruation and in the haemorrhagic cases 
receives normally coagulable blood from the general circulation and sheds 
this blood in a non-coagulable state. This loss of coagulability is not due 
to the absence or deterioration of any element essential to coagulation, but 
to the presence of an inhibiting substance, that is periodically secreted 
from the endometrium, from which it may be expressed. Such expressed 
endometrial juice is capable of inhibiting coagulation in any normal blood. 
The endometrium is activated to the secretion of this inhibiting substance 
by a hormone, generated in the Graafian follicles. At the present time we 
have not succeeded in isolating this substance, nor have we discovered its 
specific antagonist, but we have learned to circumvent it by effectual 
measures. ‘These measures must be focussed on two objective points, the 
regulation of the systemic blood-pressure, and the inhibition of the endo- 
metrial hyper-activity. The normal menstruating woman presents a drop 
of from ten to fifteen points in blood-pressure at the terminal stage 
of her period. The metrorrhagic cases, especially the preclimacterics, 
present a persistent high pressure, ranging from 150 mm. of mercury and 
upwards. Vasodilators should be given, but ergot and hydrastis should be 
avoided. Locally the curette should only be used for diagnostic purposes. 
Applications of pure acetone, or 16 per cent. liquor formaldehyde are 
recommended to be applied to the interior of the uterus. Cae. 


Two cases of tuberculous peritonitis and salpingitis with 
menstrual complications. 

W. G. SPENCER (British Medical Journal, Jan. 1oth, 1914) reports on two 
cases. 

1. Intermittent hamato-salpinx attending menstruation following tuber- 
culous peritonitis and salpingitis in a girl of 15 who used to develop a 
swelling in the left lower quadrant of the abdomen some days before 
menstruation with increasing pain which was relieved when the flow 
commenced. On opening the abdomen both tubes were found much 
thickened and distorted, so the major part of both was removed and a cyst 
of right ovary was excised. A sinus formed in the lower angle of the 
wound from which blood-stained fluid escaped during menstruation for 
about one year, when it closed; and the patient seen three years after the 
operation was in good health with no abdominal pain on menstruation. 

2. Tuberculous peritonitis and salpingitis : caseation : menstrual fistula. 

This patient, aged 18, was first seen with a severe attack of abdominal 
pain followed by the formation of a resistant swelling behind the right 
rectus muscle which on opening proved to be a cold abscess. The cavity 
gradually closed but left a sinus which discharged menstrual fluid, so a 
further operation was performed in which the right ovary, tube, and vermi- 
form appendix matted together were removed: a sinus discharging 
menstrual fluid persisted for some months after this operation but 
eventually closed, and for twelve years after the operation the patient has 
remained well. 

The author records these cases as he says that he has been unable to 
find a case recorded similar to the first. J.M.W. 
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The dorsal position during the puerperium as a cause of retro- 
versio uteri. 

W. C. GAYLER (Journal Amer. Med. Assoc., Vol. 62, p. 607). The ideal 
conditions for the production of this displacement are, weakened ligaments, 
lack of any but ligamentary support, and an exceedin;ly heavy and freely 
moveable uterus. These conditions are found during the puerperium when 
a patient is kept lying in a dorsal position. The patient ought to spend 


most of her time on the right or left side, and occasionally flat on the 
abdomen. 


A plea for early operation in cases of uterine fibroids. 

A. E. Gites (Medical Press and Circular, Feb. 18th, 1914). In this 
paper the author first reviews the points brought forward in favour of the 
expectant treatment of fibroids, namely (1) that the symptoms disappear 
and that the fibroids shrink at the menopause, (2) that fibroids are not 
dangerous tumours, (3) that the mortality of hysterectomy is high. With 
regard to the first statement, he points out that haemorrhage is not the only 
symptom, and that this does not of necessity cease at the menopause. He 
here produces statistics to show that 18 per cent. of 575 recorded cases 
operated on for fibroids needed operative treatinent after the age at which the 
menopause might have been expected, and that 28 per cent. of cases needed 
operation ten years or more years before that date. With regard to tlic 
second point, apart from the serious results of continued hemorrhage, 
stress is laid on the frequent complications found at operation, many of 
which are of themselves serious, and also on the difficulty of making a 
certain correct diagnosis. In answer to the third statement the author 
quotes statistics showing a mortality at the present day of from 0-92 to 2°0 
per cent. for hysterectomy and for myomectomy. Early operation is urged 
for the reasons that the age incidence is so variable that no importance can 
be attached to it as an indication for operation. Secondly, that by early 
operation it may be possible to perform myomectomy and thereby conserve 
the uterus for future child-bearing, where the delayed operation would 
necessitate hysterectomy, and that thirdly, complications and errors in 
diagnosis are so frequent that grave unsuspected conditions may be present. 
Here he quotes figures showing that serious complications are more 
frequent after, than before, the age of fifty. With regard to choice of 
operation the author advocates hysterectomy in all cases over forty-five, 
and myomectomy, if feasible, in cases under thirty. In patients of inter- 
mediate age the operator should be guided by the position, character and 
number of the tumours. GorpDoN Lky. 


The Rontgen treatment of uterine myomata. 

Kosminski (Inaug. Dissertat., Berlin). This subject was first discussed 
at the Réntgen Congress in Berlin, 1909, although in 1904 Deutsch pub- 
lished five cases with good results. At the Berlin Conference Frankei 
reported four cases where the tumours became smaller and the haemorrhage 
ceased. Albers-Schénberg stated that although fibroid tumours did not 
entirely disappear, they became considerably less in size, and the general 
condition of the patient greatly improved. He does not believe that the 
good effect is through any action on the ovaries, as the favourable results 
were evident before any change could possibly have occurred in them. 
Schmidt, at the same time, reported three cases. He was only able to note 
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a diminution in the haemorrhage, and did not think the results, as a whole, 
very satisfactory. 

The Congress of 1910 brought fresh reports. Albers-Schénberg again 
reported good results, especially in interstitial myomata; submucous cases 
being unsuitable for this treatment. Gauss reported cases and emphasised 
the necessity of methodical technique and scientific exactness. From his 
investigations on rabbits he found destructive changes in the follicles and 
in the parenchyma of the ovary—results verified by other investigators. 
Although it is generally agreed that the favourable results are due to 
changes produced in the ovaries yet in some cases there appears to be a 
direct action on the tissues of the myoma. Meyer examined tumours 
operated on after the R6ntgen treatment had failed, and found atrophy of 
the connective tissue cells of the fibroid and hyaline degenerative changes. 
In two cases of patients over 40 years of age no great change was discovered 
in the ovarian follicles. 

R6éntgen treatment is indicated in myomata, complicated with phthisis, 
heart disease, nephritis or haemophilia. It is contra-indicated in patients 
under 35 as the ovaries in such cases resist the action of the x-rays, and 
also because any effect is only temporary. As the risks from operation are 
now so slight, the x-ray treatment need not be chosen for that reason. It 
may sometimes be more exhausting to the patient than operation. Com- 
pletely isolated application of the x-rays to the ovaries cannot be guaran- 
teed. In some cases operative treatment has been rendered more difficult 
because peritonitic adhesions have been caused by the x-rays. The 
older the patient the more satisfactory are the results of the x-ray treatment 
as the ovaries are already atrophied and only slight further irritation is 
necessary to complete the atrophy. Large tumours causing symptoms and 
reaching above the umbilicus are best treated by operation. It must be 
noted that as fibroid tumours sometimes become very much enlarged just 
before menstruation and then diminish, the latter must not always be 
attributed to the x-rays. It is most important that curetting should always 
precede x-ray treatment in order to exclude any malignant change. 

Mackenrodt thinks that 95 per cent. of cases treated by x-rays require 
operative treatment ultimately. A further contra-indication is an acute 
inflammatory condition of the appendages as Abel has noted severe peri- 
tonitis set up by the Réntgen treatment in those cases. Menge urges 
operative treatment (1) when the tumour is impacted in the pelvis, (2) when 
it is necrosed or malignant, (3) in submucous fibroids, (4) adenomyomata, 
(5) all tumours the size of a four months’ pregnancy. 

The Freiburg school reports excellent results from the Réntgen treatment 
of fibroids. 

It must be noted that Spaith and Albers-Schénberg each report a case 
where in a patient with well marked anzemia the haemorrhage increased 
under the x-ray treatment, and the same result took place in a patient with 
heart disease. Falk holds that the x-ray treatment is contra-indicated in 
(1) rapid growth of the tumours, (2) submucous fibroids, (3) young patients 
with hemorrhage. Cases suitable for x-ray treatment are patients over 50 
with interstitial fibroid, and where operation is not imperative. Kosminski 
tabulates 23 detailed cases treated in Abel’s clinic. J.A.C.K. 


Primary cancer developing in a tuberculous Fallopian tube. 
Kurt Lirscnitz (Monatsschr. f. Geb. u. Gyn., Jan. 1914) publishes a 
very complete report of a case where Blumreich, operating for fibromyoma, 
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discovered a cancerous growth of the Fallopian tube developed in an old 
tuberculous deposit. The patient was a nullipara aged 44 subject to 
irregular periods, with passage of clots, and lumbar pains. For a year she 
had suffered from attacks of hypogastric pain. She had never been ill, 
though anzemic when young, ‘The cervix was conical and the uterus 
retroverted, as big as a small fist, very tuberous and almost fixed; it 
adhered to the anterior wall of the rectum. The appendages were not 
tender and hardly palpable. Supravaginal hysterectomy was performed 
after tying off the appendages, but only a part of the left ovary was 
removed. Half a year later, as the patient complained of dysuria and pains 
in the left iliac region, without emaciation, the abdomen was again opened. 
A mass of the size of a walnut lay between the bladder and sigmoid colon 
adherent to both. It was dissected out and proved to be the portion 
of the left ovary not removed at the first operation, and a blood cyst, 
both free from any tuberculous or cancerous growth. A small enlarged 
gland was adherent to the right internal iliac vein and others were detected 
close to the aorta, but none were removed. The patient recovered from the 
second operation. Lipschitz reported on the parts removed six months 
earlier. The body of the uterus contained many interstitial fibroids. The 
left Fallopian tube showed no morbid changes. The right tube was greatly 
elongated and tortuous and as thick as a lead-pencil beyond the isthmus. 
It was continued at the ampulla into a smooth surfaced swelling as big as 
a hazel-nut. The right tube contained in its lumen undoubted tuberculous 
material mixed with malignant papillomatous growth. Small celled infil- 
tration was detected in the greatly thickened muscularis which contained 
abundant tubular ingrowths lined with a single layer of cylindrical 
epithelium, probably involutions of the tubal mucosa, the result of chronic 
salpingitis according to Friedenheim. [The Reporter figured a tubular 
structure of this type in 1888, “Primary Cancer of the Fallopian Tube,”’ 
Trans. Path. Soc., vol. xxxix, p. 201, and Pl. xiv, Fig. 3, reproduced in 
Allbutt and Eden’s “System of Gynecology,” 1906, Fig. 139, p. 509.] 
Other sections, nearer the ampulla, showed numerous malignant papillo- 
matous masses developing in similar tubular involutions in the thickened 
muscular wall. But undoubted tuberculous deposit was closely associated 
with these malignant masses, and at one point giant cells abounded, the 
tuberculo-carcinomatous mass here projecting well into the lumen, the 
epithelium of the free surface of the mucosa at that point being destroyed. 
In some, but not many, tracts on the free surface, there were papillomatous 
masses independent of the intra-tubular growths; on the other hand the 
dilated lumen at the ampulla was stuffed with broken down papillary 
growth and tuberculous masses. Lipschitz has found that 144 cases of 
primary cancer of the Fallopian tube have been published. A. D. 


The nature of pregnancy and its practical bearings. 

J. W. BALLANTYNE (British Medical Journal, Feb. 14th, 1914) in this paper 
points out the many regions in the domain of pregnancy which call for 
investigation and exploration, and says that until more is known of many 
of the features of normal pregnancy it will be difficult. It is divided under 
the following headings :— 

(1) Pregnancy regarded as parasitism, in other words the foetus is 
nothing more than a parasite receiving all from the mother and giving 
nothing in return. 

(2) The Pathological Theory of Pregnancy. Being rather more than (1) ; 
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the mother, besides having to support a parasite, suffers from a disease for 
nine months. 

(3) Pregnancy as Harmonious Symbiosis. This is a very different view 
in that the mother and the fcetus are in harmony and of advantage to one 
another. 

(4) The Maternal Response in Pregnancy. With special reference to 
lactation and the alteration in nitrogen metabolism. 

(5) Pregnancy as Physiology at High Pressure. 

(6) Child-bearing and Life Insurance. That a woman who has passed 
through three or four pregnancies normally is a very good life as pregnancy 
is a searching test of the integrity and functional fitness of every organ and 
tissue. 

(7) A Biological Blood Test for Pregnancy. With special reference to 
Abderhalden’s work. 

(8) The Etiology of the Maladies of Pregnancy. With reference to the 
functions played by the ductless glands. 

(9) The place of Pregnancy and its Diseases in the Medical Curriculum. 
Bringing out the fact that not sufficient importance is attached to it. 

(10) Pregnancy cases in Hospital and Private Practice. More attention 
should be paid to all cases, normal or otherwise. 

(11) Prematernity Wards and Ante-Natal Pathology. 

(12) Prematernity Nurses. ‘To visit, instruct and report. 

(13) Pregnancy and Legislation. More recognition of the unborn infant. 

(14) Pregnancy and Eugenics. 

(15) Pregnancy and Femininism. Bring in Weman’s Suffrage. 

(16) Pregnancy and High Politics. In other words the influence of the 
rise and fall of the birth rate on a nation. J. M. W. 


Ante-natal hygiene. 

AMAND Routu (British Medical Journal, Feb. 14, 1914) states that he is 
dealing with the subject in its broadest sense with the hope that the subject 
may become better understood and taken up more scientifically. He gives 
statistical tables of the present birth rate, the reduction of the birth 
rate and its causes, viz.:—(a) Postponement of marriage; (b) Preven- 
tion of pregnancy; (c) Ante-natal mortality. Following this is a list of 
philanthropic, legislative and medical measures to relieve or tend to relieve 
these conditions :— 

(1) Philanthropic. Food.—Housing.—Industrial Work.—Need for Pre- 
maternity Benefit.—Boarding out.—Health Societies. 

(2) Legislative-—Compulsory registration of still births. 

(3) Medical._Medicine and surgery in the ante-natal stage of life. 

He finally takes the paternal, maternal and foetal causes of death in 
detail and their possible methods of treatment. J. M. W. 


Rapid delivery in eclampsia. 

R. Jarpine (British Medical Journal, Jan. 17th, 1914). This article, 
which is written more or less as an answer to Dr. R. C. Worsley’s paper 
on rapid emptying of the uterus in eclampsia, B.M.J., Dec. 27th, 1913, gives 
notes of four cases under the author’s care at the time of writing, which 
were successfully treated by expectant methods. Dr. Jardine then discusses 
briefly the methods of treatment of eclampsia, and remarks on the good 
results he has obtained from the use of veratrone in 1 ccm. doses (the active 
principle of veratrum viride). J.M.W. 
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Cause of the onset of labour. 

KOLMER (Journ. of Med. Research, Jan. 1914, p. 425) discusses the theory 
of Heide ascribing the onset of labour to an anaphylactic process. As the 
result of two years of research work he states that labour in pregnant 
guinea-pigs at or near term is not influenced by the intravenous injection 
of relatively large doses of maternal guinea-pig serum collected just before 
and just after labour; nor by the injection of serum from young guinea-pigs 
removed at term by abdominal section and immediately after normal birth; 
nor by placental extracts and human placental serum. 

He found also that subcutaneous administration of placental serum to 
eight pregnant women near term was without any effect upon the uterus. 

He finds therefore in these experiments no confirmation of Heide’s idea 
that there is during pregnancy a gradual sensitisation of the mother with 
foetal toxins, with onset of labour due to sudden intoxication with a large 
dose of foetal antigen. H. LL. M. 


On the use of narcophin in obstetrics. 

Kiaus (Miinch. med. Wochenschr., No. 4, 1914) gives his experience of 
go cases treated with narcophin in doses of 1 ecim.; 58 being in the first 
stage, and 32 in the second stage of labour. Ina few primiparous cases the 
dose was repeated at 3 hours’ interval. The effect generally showed itself 
one-quarter of an hour after administration. In most cases pains were 
diminished and the patient fell into a light slecp. In 3 cases the pains 
became so diminished that elanduitrin had to be administered to increase 
the pains again. In 77 cases the effect was satisfying after one injection. 
In 4 cases—even with repeated doses—the result was not satisfactory. In 
2 cases, atony of the uterus occurred after delivery of the placenta—glan- 
duitrin being again necessary to contract the uterus. In 13 cases there was 
a slight febrile puerperium from causes unassociated with administration of 
narcophin. In 16 cases the child was born asphyxiated, but here also the 
narcophin was not the etiological factor. Klaus concludes that in narcophin 
we have a valuable therapeutic agent for diminishing the pain of uterine 
contractions. It has the advantage over pantopon of being safer for mother 
and child. 


Treatment of recurrent osteomalacia by adrenalin. 

Santis (Miinch. med. Wochenschr., No. 46, 1913) reports a successful case. 
The patient, 42, had pelvic deformity and pains in the bones during her 
second pregnancy. Castration was refused and she became pregnant for 
the third time, when the pains in the bones increased considerably. Labour 
was induced prematurely and double oéphorectomy was performed later. 
This was followed by an improvement in the patient’s condition but not a 
complete cure. For four years she suffered more or less from pains in her 
limbs. X-ray examination showed atrophy in the clavicles and sternum. 
Adrenalin treatment was now commenced. After five injections the patient 
felt better; after nine injections she was quite free from pains in the bones. 
At a month’s interval she had a second course of nine injections of adrenalin 
and she left hospital relieved. On examination six months later she could 
move about without pain. Salis refers to the favourable results obtained 
in such cases by Bossi and Cristofoletti. J. AC. Ks, 


The effects on labour of ventrofixation of the uterus. 
S. H. Harris (Australasian Med. Gazette, Vol. xxxv, No. 4) records his 
personal experience of nine cases of labour following ventrofixation of the 
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uterus. In two of them there was definite but readily rectified dystocia. 
The author agrees with other observers that the primary causes of the 
difficulty of the labour are two, 1st because of the high situation and 
abnormal axis of the cervix, which is above the level of the lowest part of 
the anterior wall of the body, and 2nd that the lowest part of the uterine 
cavity assumes a cylindrical or even square-shaped recess into which the 
foetal head fits. (The diagrams accompanying the paper show these points 
clearly.) If the foetus is in the first or second position of the vertex its 
head in extreme flexion will occupy this pouch, and as the os opens wider 
and wider so will this extreme flexion gradually become undone and the 
child be born. But if the position of the child be occipito posterior (which 
fortunately is very rare in these cases) the uterine contractions will tend to 
force the head more and more forward into the anterior recess and so 
produce an atypical shoulder presentation. The same mechanism is 
followed in breech presentations. 

From the knowledge of the mechanism the line of treatment recom- 
mended by the author is as follows. If the back be anterior the case may 
be expected to terminate naturally and unaided, but if, after full dilatation 
of the os, the head fails to engage in it, version should be performed. If the 
back be posterior early version is the correct treatment, as if left alone the 
case will nearly certainly terminate as a shoulder presentation. The 
necessary manipulations are difficult owing to the os being above the level 
of the sacral promontory and dangerous because the posterior uterine wall 
is thinned from overstretching. 

Details of the author’s two cases are given in full, and reference 
to the views of English speaking writers. The diagrams which accompany 
the paper are admirably clear. J.A.W. 


Gangrenous appendicitis with general peritonitis complicating 
labour at full term: operation: recovery. 

H. M. Coorprr (British Medical Journal, Jan. 31, 1914) reports a case 
under his treatment who about two weeks before term was seized with 
abdominal pain which was thought to be labour pains; this was accom- 
panied by vomiting and constipation; the following day there was some 
dilatation of the cervix, and two days later an easy delivery followed 
rupture of the membranes when the os was fully dilated. But in spite of 
delivery there was no relief of the symptoms which gradually became 
worse, and on consultation with a surgeon the abdomen was opened and a 
gangrenous appendix removed : free drainage was instituted and eventually 
after a very stormy time the patient recovered. J.M.W. 


Report of the Committee of the American Medical Association on 
the treatment of puerperal fever. 

(Journal Amer. Med. Assoc., vol. 61, p. 1531.) The following conclusions 
were arrived at :—The majority of accoucheurs and surgeons clean out the 
septic uterus at once, but a not negligible minority believe that it is safe 
to trust the expulsion of the infected uterine contents to the powers of 
Nature, some assisting the same by mild measures such as antiseptic 
douches and packing. From this it is fair to infer that, in the majority of 
cases, it has been found safe to invade the infected uterus with finger and 
curette, and this is borne out by experience. There are, however, many 
cases in which the infection is of such a nature, or the resistance of the 
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patient of so poor a quality, that the sudden introduction into the system 
of so large an amount of bacteria and toxins, as is always made by curet- 
tage, turns the scale against the patient. She cannot stand the inoculation 
with autogenous vaccines. The experience of the minority has proved that 
ovular remnants, even though infected in the uterus, do not create such 
dangerous conditions as we formerly believed, demanding instant removal, 
but that it is safe to wait for Nature to erect her own barriers against the 
progress of the infection, and that temporizing measures, or mildly stimu- 
lating ones, often suffice for cure. We all feel the need of some method by 
which it would be possible to distinguish benign from virulent bacteria 
living in the genitalia, but as yet no such method exists. When it does 
become possible, our practice will become more definite. At present one- 
half of the authorities do not try to make the distinction, holding it imprac- 
tical. One point that was almost invariably emphasized was that after the 
uterus was once emptied it should not again be invaded by either finger or 
curette. Few would permit antiseptic douches. This is a very grateful 
change from the time when repeated curettages were performed on the 
puerperal uterus—a procedure which was as rational as curetting the throat 
in diphtheria. Another interesting fact that was developed is that quite 
generally the tampon is used to stop the bleeding in infected cases. 
Evidently there is not much fear of damming back the infection and 
permitting greater absorption. 


The operative treatment of prolapse recurring after vesico-vaginal 
interposition. 

WEIBEL, (Zentralb. f. Gyn., Nr. 50, Dec. 30, 1913). The treatment of 
prolapse by placing the anteverted uterus between the bladder and the 
anterior vaginal wall, ‘‘vesico-vaginal interposition,’’ has been followed 
by recurrence. The recurring prolapse takes one of two forms. 

Either the uterus prolapses fundus first covered by the anterior vaginal 
wall, which cases at first sight simulate a cystocele, or the cervix slips 
downwards and backwards, rotating round the fundus, and presents at the 
vulva. 

Further operative treatment is necessary in a few of these, and Weibel 
finds that freedom from a second recurrence can be obtained by the follow- 
ing technique, which is applicable to all cases of recurrent prolapse :— 

1. Shortening the utero-sacral ligaments—by the abdomen in cases 
where a vaginal operation has already been performed. 

2. Perineorraphy, closing the gap between the levatores ani. 

3. Fixing the fundus under the symphysis and to the adjacent levator 
muscles. 

Six cases have been so treated, and though it is early to speak of 
permanent results the treatment has so far proved adequate. 

Weibel advises shortening of the utero-sacral ligaments at the first 
operation in all cases where these ligaments are lax as shown by marked 
downward displacement of the cervix. GAGA. 


Czsarean section: gauze pad left behind and expelled per rectum. 

Férre (Bulletin de la Soc. d’Obst. et de Gyn. de Paris, etc., Nov. 1913). 
Ferré of Pau operated on twelve women for rachitic pelvis in 1912-13, eleven 
recovering, whilst one died, being admitted in a septic condition, Ferré had 
successfully performed Ceesarean section on her twenty-eight months before. 
On this occasion he removed the uterus and the child was saved, but the 
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mother died on the third day. All the children in the eleven remaining 
Czesarean sections were reared, save one that died of a congenital affection. 
Ferré insists that Caesarean section is not an operation qui se définit en 
quatre mots et s’exécute en quatre gestes as some writers teach us. He 
met with extreme difficulty in one case, where the patient was a rachitic 
woman with shortened thorax and distorted body. The abdominal incision 
had to be made very high before the hand could be passed over the fundus. 
During the manipulations the stomach and the greater part of the intes- 
tines prolapsed and large pads were employed to reduce them. A forceps 
was fixed on to one corner of each pad. Unfortunately, one of the pads, 
38 centimetres, or nearly 15 inches square, became detached from its forceps 
and pushed behind the fundus. The child was reared. The mother did 
well, but a swelling was defined above the uterus during the puerperium, 
and when a grooved director was passed into it through the lips of the 
abdominal wound, scentless gas and yellow serosity came away. She 
insisted on leaving the hospital on the twenty-third day, being in good 
health and able to suckle her child, but at the end of a month she was 
suddenly attacked with colicky pains, vomiting and obstruction. At length 
she passed the big square gauze pad by the bowel. ‘The uterus was 
perfectly movable, the abdominal wound well-healed and the general health 
good, so that lactation was continued; the child was very well nourished. 
A. D. 


Subcutaneous emphysema of face, neck and chest occurring 
during labour. 

A. GILBERT (Australes. Med. Gazette, December 27, 1913) records a case 
of this rare complication of labour. The first stage of labour was prolonged, 
and it was not until the head had reached the perineum that the emphysema 
was noticed. To expedite delivery the forceps was applied. The emphy- 
sema extended from the bottom of the thorax to the forehead obliterating 
all the natural hollows and giving the patient a curious frog-like aspect. 
The air had extended into the upper eyelids and lobes of the ear. The 
patient had some cough but no abnormal physical signs were detected in 
the chest. 

The air was absorbed by the tenth day, and it was noted that pressure 
accelerated its disappearance. Ay We 
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REPORTS OF SOCIETIES. 


NORTH OF ENGLAND OBSTETRICAL AND GYNAISCOLOGICAL 
SOCIETY. 


Meeting held in Liverpool, February 2oth, 1914. 
The President, Dr. Witiett (Liverpool), in the Chair. 
Present : 29 members and 1 visitor. 


Dr. GEMMELL (Liverpool) exhibited 
CARCINOMA OF CERVIX COMMENCING DURING PREGNANCY. 

F.W., et. 34, 8 para. Confined ten weeks, with a history of considerable 
heemorrhagic discharge during the later months of gestation, a natural 
labour, and subsequent to the labour a continuous heemorrhagic discharge, 
with pain referred to the right hip and thigh. On examination the cervix 
was enlarged, its inner surface rough and boggy in feeling. The uterus 
was removed by pelvic dissection, the patient making a good recovery. 
Microscopic section of the growth shows a glandular carcinoma with 
irregular and large processes, marked dissemination and some inflaminatory 
reaction. 

Also 

BILATERAL SOLID OVARIAN TUMOURS (CARCINOMA). 

Mrs. G., eet. 41. The diagnosis was that of double chronic inflammatory 
appendage disease. The growths were adherent to the floor of the pelvis, 
to omentum, and rectum. The left contained pus. On removal they were 
thought to be fibromata of the ovaries. Microscopic sections. Ovarian 
stroma shows a mass of glandular carcinoma. 

Dr. LerrH Murray (Liverpool) discussed the significance of the positive 
muci-carmine stain which he had found in this case. He desired to hear the 

' opinion of members on the significance that should be given to this 
reaction. As the result of his personal experience of various uterine and 
adnexal conditions he was strongly of opinion that in a case such as the 
one under discussion there was a primary focus somewhere in the bowel. 

Dr. Donaip (Manchester) said general opinion was largely in favour 
of carcinoma of the ovary being secondary to a growth elsewhere, but from 
clinical observation he did not consider this correct. He had seen many 
carcinomatous ovaries removed from patients who did not show any later 
evidence of inalignancy as they would have done if only secondary growths 
had been removed and the primary left untouched. 

Dr. FotHerGci1, (Manchester) thought they all recognized that bilateral 
ovarian carcinomata were often secondary, but he agreed with Dr. Donald 
that they were often primary. Epithelial new growths of the ovary could 
arise (1) from the surface epithelium, (2) from the primordial follicles, and 
(3) from Wolffian structures (epoophoron) in the hilum. He had sections 
of a small solid unilateral ovarian growth removed by Dr. Donald some 
years ago in which the egg-bearing portion of the organ was spread over 
and cleanly separated from the new growth which had originated in the 
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hilum. This was alveolar and each alveolus was lined by a single layer of 
epithelial cells; but between the alveoli were many solid patches of 
epithelial cells. The appearance of these sections was identical with that 
of the sections of Dr. Gemmell’s bilateral growths, which he therefore 
thought were primary and derived from epoophoronic structures. To state 
that the muci-carmine stain will only pick out structures derived from 
intestinal epithelium is very much like stating a universal negative propo- 
sition. Only a single exception is needed in order to disprove such 
statements and the exception may appear at any moment. 

Dr. BricGs (Liverpool) had often seen proof that bilateral symmetrical 
malignant solid ovarian tumours, such as Dr. Gemmell had shown to-day, 
were secondary. The unproved still remained with bilateral asymmetrical 
cancerous cystic growths of which a simall proportion only were secondary. 

Dr. CARLTON OLDFIELD (Leeds) exhibited a specimen of 


RupturED UTERUS OCCURRING DURING DELIVERY OF A HyYDROCEPHALIC 
CHILD. 

E. L., aged 24, multipara, was admitted into Hospital for Women 
and Children at Leeds on November 7th, 1913, in advanced labour, trunk of 
child being outside vulva. Head was hydrocephalic and lying above pelvic 
brim. 

History. Pains commenced early morning of November 6th and mem- 
branes ruptured at 4a.m. same day. Child’s body delivered at 3-30 a.m. 
next day. Efforts were made to extract head by traction on body and by 
forceps. Hydrocephalus was diagnosed and woman sent into hospital. 

On adinission at 8 a.m. patient looked ill and had pulse of 112 per min. : 
trunk of dead child was hanging out of vulva. House surgeon perforated 
hydrocephalic head which, after escape of much fluid, collapsed and was 
readily extracted. After an interval of 15 minutes pressure was applied by 
hand on firmly contracted uterus for purpose of expressing placenta. The 
cord at once receded into vagina and a clip was applied to check its ascent. 
Some serious abnormality being suspected house surgeon passed his hand 
into vagina and found a large rent in upper part opening into peritoneal 
cavity. Dr. Oldfield was summoned and found patient collapsed with 
rapid feeble pulse. Diagnosis of ruptured uterus was confirmed. Saline 
was given per rectum and one-sixth gr. morphia hypodermically. An hour 
later abdomen was opened under open ether and local anzesthesia (Crile’s 
anoci-association). ‘There was much blood about. Uterus was drawn 
forwards on to surface and found completely ruptured on right side, tear 
extending from just below cornu to lower third of vagina. Cellular tissues 
on right side of pelvis were much torn and bruised, right uterine vessels 
being severed. Right ureter was not seen nor searched for, but it was 
difficult to believe it had escaped rupture. Placenta lay in upper abdomen. 
Hysterectomy was clearly indicated and the uterus with the right appen- 
dages was removed at or about cervico vaginal junction. Fresh cut mar- 
gins of vagina being sutured, tear in right vaginal wall was left open and 
bruised connective tissues of pelvis drained by gauze into vagina. Peri- 

toneum was sutured completely over raw surface, care being taken to 
appose unbruised peritoneum on right side. After removal of placenta, 
which had been very useful for holding intestines out of the way in place 
of a large swab, and remaining blood from remote parts of peritoneal 
cavity, the abdomen was closed without any drainage. 

Patient’s general condition appeared to be no worse after than before 
operation. Next day temperature rose to 102°, and for a fortnight oscil- 
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lated between 103° and 99°. Dyspnecea, right-sided pain and cough troubled 
patient during this period and consolidation of lower lobe of right lung 
was diagnosed by Dr. Telling. 

During this time patient looked well, took her food and slept fairly well. 
She had no abdominal symptoms or tenderness. She left hospital four 
weeks after admission with normal temperature and looking well, and 
remains quite well. 

The points of interest appear to be :— 

1. Cause of rupture—delivery of hydrocephalic head. 


2. Lessening of danger from shock during operation by waiting for 
patient to rally and giving salines and morphia, and more especially. by 
using Crile’s anoci-association method of anesthesia. 


3. Complete closure of peritoneal cavity without drainage. ‘The principle 
is becoming more and more adopted in abdominal surgery, eg., Wertheim’s 
operation. Further intection trom septic vagina and cellular tissues was 
thus avoided. 


4. Broncho-pneumonia coming on alter operation. This appears to be a 
frequent complication of serious operations done on patients soon after 
admission and is probably due to inhalation of vomited food. 

Dr. BriGGs (Liverpool) appreciated that Dr. Oldfield’s main aim had been 
to describe his own treatment of the case, but Dr. Briggs suggested that a 
report of the labour in a case of that kind was also most important. 


Dr. GRimspALE (Liverpool) asked for particulars of Crile’s method of 
aneesthesia. He had used it once but found it took much longer than the 
ordinary method of anzesthesia. 


Dr. GEMMELL (Liverpool)related a case of 


SOLID OVARIAN TUMOUR AS A CAUSE OF DySTOCIA NECESSITATING CAiSAREAN 
SECTION. 

Mrs. (27, 2 pata. 

Obstetric History. Normal. Good health throughout the whole period 
of gestation. 

Family History. Mother and sister died of cancer. 

Present History. Labour at term commenced January ist, 1914, at 
8 p.m., and at 7-30 a.m. on January 2nd her doctor being sent for found a 
hard swelling filling the pelvis and obstructing the passage of the head. 

When examined at 8 a.m. the cervix was felt high up above the sym- 
physis pubis, with the os fully dilated, and the pelvis blocked by a soft 
solid mass, rounded in shape, and its upper margin feeling like a foetal 
shoulder. A diagnosis of ovarian fibroma was made, and finding that the 
tumour could not be dislodged upwards into the abdomen she was sent 
into the Maternity Hospital for Caesarean section. At 9 a.m. we operated. 
The incision in the anterior wall of the uterus came upon the placental site 
and gave rise to smart haemorrhage for a few minutes. After completing 
the emptying and suture of the uterus, the tumour was lifted out of the 
pelvis, where it was firmly impacted and fixed by recent inflammatory 
adhesions. In size it was equal to that of a foetal skull, the adhesions were 
easily separated and the tumour removed. 

The following day the patient stated that she had been unable to lie on 
her back for some time, and on examination we found a deep-seated cystic 
swelling, over the sacrum, to the left of the middle line at the level of the 
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left sacro-iliac joint. At the end of a week this was much larger and there 
was definite fluctuation. There was during this time a temperature of 
99°—100°, on one day only was it as high as 101°. A diagnosis of abscess, 
associated with bone, was made, and she was transferred to the Royal 
Infirmary, under Mr. Bickersteth, who incised and drained the abscess, 
the patient going home quite convalescent in ten days. 

The point of interest lies principally in the growth, which I believe to 
be carcinoma; and in the absence of any definite lesion of bone, would 
expect a possible metastasis as the cause of the abscess. 

Pathological Report (Dr LeirH Murray). The specimen suggests 
macroscopically an cedematous fibroma. It is smooth on the surface and 
shows no bosses. In consistence, it is soft but not friable. The colour is 
yellowish and homogeneous and no fluid can be squeezed from the cut 
surface. It does not appear to be a very vascular growth. 


Microscopic examination shows undoubted malignancy, but the struc- 
ture is quite unusual. The general arrangement is acinous with well 
marked, compact and fully-formed connective tissue separating the acini. 
The fibrous tissue shows no inflammatory deposit. The cells of the pseudo- 
acini are rounded in outline, with irregularly staining and actively dividing 
nuclei, most frequently rounded but occasionally oval in shape. These - 
cells do not suggest epithelial cells and are embedded in inter-cellular 
substance which in places occurs in considerable amount; frequently the 
cell outline is indistinct and can only with difficulty be distinguished. The 
cell masses appear to have no relation to the blood vessels which are scanty 
in number and show no malignant change. A broad diagnosis of meso- 
thelioma seems as far as one is justified in going. 


Dr. FotHercit, (Manchester) thought that in its soft consistency and in 
the appearance of its cut surface, this growth closely resembled several 
which had proved on microscopic examination to be sarcomata. The 
appearance of the sections now shown certainly, at the first glance, sug- 
gested carcinoma. But, on careful examination, the microscopic characters 
agreed, he thought, with the macroscopic, and showed the mesoblastic 
nature of the tumour. It might well be called an alveolar sarcoma, and no 
doubt many would go further &nd name it an endothelioma. 


Dr. DouGat, (Manchester) related a case of 


Ectopic PREGNANCY OCCURRING TWICE IN THE SAME PATIENT 
which appears in the March number, p. 154. 


Dr. FOTHERGILL (Manchester) had first seen the patient whose case Dr. 
Dougal had so ably described in one of the surgical wards of the Royal 
Infirmary. The patient herself had told him that she thought the condition 
was the same from which she had before been relieved by operation at St. 
Mary’s Hospital. It became clear that her diagnosis was correct as soon 
as he opened the abdomen. He regretted that he had not left the ovary 
when removing the tube, as the patient had already lost both tube and 
ovary on the opposite side. This was his third personal experience of 
repeated tubal pregnancy. Though the occurrence is no doubt common he 
would not think of removing both tubes for prophylactic reasons. 


Dr. A. W. W. Lea (Manchester) said that in his opinion this condition 
was very rarely met with. In almost every case of ectopic pregnancy this 


is limited to one Fallopian tube, and, if the other appendages are normal, 
they should not be removed, 
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Dr. Briccs (Liverpool) remarked on the undoubtedly greater frequency 
of recurrent ectopic gestation than is generally acknowledged : many cases 
of ectopic gestation got well and escaped record : and a record of recurrence, 
of which the patient may even have her own fears or may have received a 
warning, may never reach the first institution or surgeon from the second 
institution or surgeon. 


Miss FRANCES IvENs (Liverpool) mentioned a very similar case where she 
had operated twice upon the same patient for an ectopic pregnancy. On 
the second occasion the patient had diagnosed the condition herself before 
rupture had taken place. Under the circumstances Miss Ivens considered 
it was quite unnecessary to remove more than the affected tube at the first 
operation. 


The PRESIDEN’ said he had met with one example of gestation repeated 
in the opposite Fallopian tube twelve months after salpingectomy for tubal 
mole. The comparative rarity of this condition, however, did not justify 
radical treatment of the opposite tube. He also mentioned an instance of 
interstitial gestation occurring on the same side, following salpingo- 
odphorectomy pertormed by Professor Briggs for ampullary tubal mole. 


Mr. W. P. Gow1anp (Liverpool) gave a demonstration of 


BoRN’s METHOD OF RECONSTRUCTING EMBRYOS IN WAX. 


The embryo was first cut into sections, and the method of drawing these 
on an enlarged scale by means of the Edinger projection apparatus was 
demonstrated. The conversion of the drawing on thin tissue paper into a 
wax plate was also shown, and the means adopted to secure accurate 
orientation when the plates were superposed to form the complete model. 
Great stress was laid upon the necessity of proper fixation of the embryo 
in as fresh a condition as possible. Models of human embryos, kindly lent 
by Prof. Peter Thompson and Mr. N. C. Rutherford, were on view. During 
his remarks Dr. Gowland pointed out the necessity for a closer association 
between the gynzecologist and the anatomist, as only by co-operation 
between the two could many embryological problems be solved. 
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